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To the readers of Zero to Three: 

This issue of Zero to Three is a special one. It contains the complete text of a new publication, 
Caring for Infants and Toddlers In Violent Environments: Hurt, Healing, and Hope, developed by 
the zero to three Study Group on Violence, with support from the Ford Foundation. 

This publication presents what is known about the impact of early experiences of violence on 
development. It suggests ways to help children and adults cope successfully with their experi- 
ence of violence. It describes ways in which community institutions can become safe havens for 
very young children and their caregivers. 

We hope that you will find Caring for Infants and Toddlers in Violent Environments useful in 
your own work. We encourage you to share and discuss it with colleagues, neighbors, advo- 
cates, public officals, and your local media. Please use the form on the inside back cover to 
order additional copies; contact Emily Fenichel if you are interested in community-wide or con- 
ference dissemination. 
With best wishes for a safe and peaceful new year- 
Emily Fenichel and Joy D. Osofsky 
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INTRODUCTION 

Joy D. Qsofsky, Ph.D 



^^^^iolence has saturated our nation. It has 
reached down to our very youngest children and 
has even shaken the cradle. Parents are concerned 
about the physical safety of their children. They 
are equally concerned with their psychological 
safety. Tragically, the fears of parents are well- 
grounded. Today's infants are in double jeopardy. 
On the one hand, they are in danger of becoming 
the victims of violence. On the other hand, they can 
become accustomed to violence, losing the ability 
to empathize with its victims, and taking on the 
role of the aggressor. 

No one likes to think about violence and very 
young children. We are sickened by descriptions of 
babies who are victims of violence. We even have 
difficulty thinking about infants and toddlers as 
witnesses to violence. We would like to persuade 
ourselves that children under three don't under- 
stand or won't remember what they see, hear, and 
feel. 

But because intants and toddlers do experience 
violence (and do try to understand it, and do 
remember it), we must pay attention to their expe- 
rience. We must learn to comprehend the meaning 
of violence for infants and toddlers, especially 
since they don't yet have language to help them 
organize their experience and express their feel- 
ings. Unfortunately, there is no way to immunize 
infants and toddlers against the plague of violence 
that is devastating our nation. But there are ways to 
protect children, to heal them, to nourish the 
resilience of childhood, to keep hope alive. 

This publication is a contribution to the devel- 
opment of caretaking strategies to help young vic- 
tims of violence, and to provide support for those 



who are helping the victims. It has been created by 
ZERO TO THREE'S Study Group on Violence, 
which began examining the impact of violence on 
very young children, their families, and practition- 
ers in 1991. We have written Caring for Infants 
and Toddlers in Violent Environments with a three- 
fold purpose in mind: 

1. We will look at what it means to be a parent in 
a violent environment — the concerns and prob- 
lems that parents face, the strategies they use to 
protect their children from physical and emotional 
harm, and the ways in which living in a violent 
environment affects parents' ability to nurture and 
guide their children. 

2. We will address the expanded concerns of care- 
givers, teachers and other community helpers of 
young children who must continually deal with 
violence and infants and toddlers exposed to vio- 
lence. 

3. We will discuss possible interventions and 
treatment strategies for working with young chil- 
dren and families exposed to violence. 

Caring for Infants and Toddlers in Violent Envi- 
ronments is designed to help the reader understand 
the specific meanings of violence for the very 
young child, for parents, and for individuals who 
work in violent environments. This publication 
presents what is known about the impact of early 
experiences of violence on development. It sug- 
gests ways to help children and adults cope suc- 
cessfully with their experiences of violence. It 
describes ways in which community institutions 
can become safe havens for very young children 
and their caregivers. 
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How infants and toddlers experience vio- 
lence 

Violence is a complex phenomenon. To under- 
stand how exposure to violence might affect the 
development of a very young child, we need to 
know about: 

• the age of the child; 

• the neighborhood in which the child lives; 

• the amount of consistency in the child's life; 

• the kind and amount of support available from 
caregivers; 

• the child's experience of previous abuse; 

• how close the child was to a violent event; and 

• the child's familiarity with the victim or the per- 
petrator of the violence. 

Researchers tend to categorize violence in terms 
of: 1) community violence; 2) domestic violence; 
and 3) physical and sexual abuse. 

Community violence has reached epidemic pro- 
portions in the urban United States. The United 
States is the most violent country in the industrial- 
ized world. Children are exposed to this violence. 
Infants* relatively immature cognitive and motor 
abilities may "protect" them for awhile from direct 
awareness of some aspects of community violence. 
But infants and toddlers are exquisitely sensitive to 
their caregivers' fears and anxiety about exposure 
to violence in the neighborhood, and young chil- 
dren's daily experience will be shaped by adults' 
coping strategies. 

• Violence among youth, ages 11-17 has increased 
25% in the last decade (Uniform Crime Statistics, 
1992). 

• Homicide is the second leading cause of death 
among all 15 to 24 year olds in the United States 
(National Center for Health Statistics, 1993). 

• In 1991, the homicide rate for black males 15 to 
24 years old was 158.9/100,000 —a rate 15 times 
greater than that for the population as a whole, and 
nearly 10 times the rate for 15 to 24 year old white 
males. (National Center for Health Statistics, 
1993) 

• National data document a greater than three-fold 
increase in homicide rates among 15 to 24 year 
olds from 1950 (6.3/100,000) to 1990 
(19.9/100,000). (National Center for Health Statis- 
tics, 1992) 

• A recent survey at Boston City Hospital found 
that one of every 10 children under the age of six 
attending the Pediatric Clinic had witnessed a 



shooting or stabbing. Half of these incidents 
occurred in the home and half in the street (Groves, 
et al., 1993). 

• In a 1992 survey of 6th, 7th, 8th, and 10th grade 
school children, at least 30 percent reported wit- 
nessing at least one crime daily. Very few elemen- 
tary school age children avoid some exposure to 
violence (Marans and Cohen, 1993). 

What are some of the outcomes for children and 
families who experience or are exposed to violence 
in their communities? Let us list a few: 

• Mothers teach their young children to watch TV 
lying flat on the floor and put them to sleep in the 
bathtub to avoid random bullets that might fly 
through the windows, 

• Young children are fearful for their safety in the 
playgrounds and in their neighborhoods. 

• In both cities and suburbs, children carry guns 
and knives to school in order to feel safe. 

• Almost all elementary school children who live 
in inner-city neighborhoods have witnessed or 
been victimized by violence. 

• Many children living in the inner cities report 
that they do not expect to live beyond their teen 
years. 

• Parents report feeling helpless and hopeless 
about the constant violence in their neighborhoods. 

Violence in the home is likely to be even more 
problematic for infants because of its literal and 
psychological proximity. Infants who live in vio- 
lent neighborhoods are also likely to witness 
domestic violence (Osofsky et al., 1993). But it is 
important to remember that violence in the home is 
an "equal opportunity phenomenon," occurring in 
all economic, class, and ethnic groups. Domestic 
violence is associated with the maltreatment of 
infants. Strauss (1983) reported that mothers who 
were abused by their male partners had higher rates 
of child abuse than non-battered women. 

• Although there are no reliable data describing the 
extent to which very young children are witnesses 
to domestic violence, available statistics indicate 
that 20 percent of adult women (as many as 1 5 mil- 
lion) have experienced physical abuse at least once 
by a male partner (Stark & Flitcraft, 1991). 

• At least 3.3 million children witness parental 
abuse each year, including fatal assaults with guns 
and/or knives as well as hitting or slapping (Jaffe, 
Wilson & Wolfe, 1988). 

Many parents have observed that infants and 
toddlers become distressed in the presence of an 



argument. More serious forms of domestic vio- 
lence arc even more ominous in their conse- 
quences for infant development. There have been 
several case reports of two- to four-year-old chil- 
dren (Bergen, 1958; Pruett, 1979; Schctky, 1978; 
Zeanah & Burk, 1984) who witnessed parent-par- 
ent homicide. All of these case studies, although 
careful to note possible problems in the children 
prior to witnessing the murder, converge to suggest 
that witnessing such an event itself constitutes a 
catastrophic psychological trauma for the young 
child. The involved children developed an array of 
new symptoms, including reenactments of the trau- 
ma, nightmares, multiple fears, and, often, aggres- 
sive behavior. 

Physical abuse is the leading cause of death 
among children less than one year of age in this 
country. Homicide accounts for 10 percent of all 
deaths of children between one and four years 
(Mra/.ck, 1993. citing Waller, Baker & Szocka, 
1989). 

• One-third of all victims of physical abuse are 
under one year of age. In 1990, more children 
under the age of one year were maltreated than in 
any other year to date (DHHS, 1992). 

• In 1990, almost 90 percent of those children who 
died as a result of abuse or neglect were under age 
5; 53 percent were under age 1 (Daro and McCur- 
dy, 1990). 

• One-third of all sexual abuse cases involve chil- 
dren under six years of age (Schmitt and Krugman, 
1992). 

Effects on development 

The very rapid and complex changes that arc part 
of normal development during the first three years 
of life influence the infant or toddler's perception 
and experience of violence. 

• Exposure to violence affects the development of 
young children's thinking about themselves and 
the world around them, including whether relation- 
ships are trustworthy and dependable. 

• Since exposure to violence affects children dif- 
ferently at different ages, repeated exposure to vio- 
lence may lead to more significant (or severe) 
effects as children grow older. 

• Very young children's capacities for perceiving 
and remembering the experience affect the appear- 
ance (or non-appearance) of symptoms related to 
the child's exposure to violence, the pattern of 
symptoms, and at what age and under what cir- 



cumstances symptoms are likely to occur. 

Recent research studies describe behavior or 
symptoms among groups of very young children 
who have been exposed to specific forms of vio- 
lence. These findings remind us that infants and 
toddlers have fewer ways of expressing their feel- 
ings than even slightly older children, who use 
words, or play, or drawings to tell us about their 
specific experience. Many kinds of stress could 
cause a baby's difficulty sleeping or a little girl's 
withdrawal in her child care setting. As 
researchers ocatcs, and policymakers, we need 
to understand patterns of response that are seen 
among many children. As parents, caregivers, and 
clinicians, we must be careful to pay attention to 
the unique experience and the meaning of that 
experience for every child in our care. 

• Some very young children who have been mal- 
treated demonstrate an increase in aggressive 
behavior. Others withdraw or become depressed. 
(Cicchetti & Lynch. 1993). 

• Symptoms of post-traumatic stress disorder in 
childrer under the age of three years may include 
disrupted patterns of eating, sleeping difficulties, 
difficulties attending and relating, anxious reac- 
tions, tearfulness, and re-experiencing the trauma 
(shown by behaviors if children have not yet 
acquired the ability to use language) (Drell, ct al, 
1993). 

• As with other young children raised in high psy- 
chosocial risk environments, very young children 
who experience urban violence may withdraw, 
appear depressed, have difficulty paying attention, 
or become aggressive (Osofsky, 1993). 

• Exposure to parental fighting leads to more 
aggressive behaviors in boys and more withdrawal 
in girls. Further, children who have been exposed 
to more anger (and a history of abuse) show 
increased negative and aggressive reactions (Cu [Ti- 
mings et al, 1991; 1992- 1993). 

The role of caregivers 

Knowing that very young children who have been 
exposed to violence arc likely to respond with 
behavior that is both troubled and troubling, we 
must think carefully about the role of the adults 
who are caring for these children: parents, rela- 
tives, friends, child care providers, ministers, nurs- 
es, social workers, family advocates, and health 
care workers. What is it like, day after day, to 
address the needs of such children and their fami- 
lies? Who will care for the caregivers? 
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In the next three sections of this publication, we 
vail consider: 

1. The experiences and roles of parents living in 
violent environments; 

2. Community issues, from the perspective of 
front-line service providers and of community sys- 
tems that might work together to meet the needs of 
children and families; and 

3. Intervention and treatment issues — What prob- 
lems and/or disorders can he expected to result 
from infants' and toddlers' exposure to violence, 
what types of interventions work, and what treat- 
ment strategies will be most effective in working 
with the youngest of victims? 

Each of these three sections includes the stories 
of individual families whose infants and young 
children have been affected by violence in the 
home and/or community, or by physical abuse. 
These examples come from researchers, and from 
violence prevention and treatment programs across 
the country, Although names and identifying 
details have been changed, the stories, and the 
actual words, of individual parents, community 
caregivers, mental health workers, and children are 
real, They command our attention, 

The final section of Caring for Infants and Tod- 
dlers in Violent Environments includes the Call for 
Violence Prevention and Intervention on Behalf of 
Very Young Children, issued in the spring of 1W3 
by the ZERO TO THREE Violence Study Group. 
We call for: 

• a family-centered approach to addressing the 
trauma of violence and working towards a future 
without violence; 

• a campaign to change our national attitudes 
toward violence and our tolerance of violent 
behavior; and 

• informed, comprehensive public policy at all 
levels of government designed to reduce and pre- 
vent violence. 

Our work is just beginning. Wc invite every 
reader of Caring for Infants and Toddlers in Vio- 
lent Environments to join with us — to address the 
hurt that violence inflicts on our youngest children, 
and to move, for their sake and ours, toward heal- 
ing, and toward hope. 
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The hiding game 

It is night, and I hate to find myself in this 
neighborhood, even in the car. But there is no 
reasonable other route to my house. Driving 
along the main thoroughfare of this area, I need 
to be aware of any threatening or unusual 
movements among the groups of people who 
line the sidewalks. Violence may break out 
between them at any moment — the result of a 
minor disagreement or an insult. As I drive, I 
need to scan the street and sidewalks. This 
frightens me. 

I have two sons — David, three years old, 
and Timothy, 10 months. Driving in this neigh- 
borhood is especially frightening when they are 
in the car with me. 

Here are the rules of the hiding game: When 
I say, It's time to play the hiding game, " David 
unfastens his seat belt and curls up on the floor 
of the car, between the front and back seats. 
(In this neighborhood, David is more likely to be 



the victim of a stray bullet than a car accident.) 
Timothy is too young to understand "games" 
and "rules, " but he always puts his head down 
on the shelf of the car seat to keep an eye on 
David when he is on the floor. 

The hiding game probably helps me more 
than it helps my children. It makes me feel that 
they are safer, and with their heads down, they 
cannot see the fear and wariness in my face. 
It's a good game, because it does not seem to 
scare the baby or make him cry. But the game 
isn't working so well any more for the three- 
year-old. As I turn onto the main thoroughfare 
and announce that it is time to play the hiding 
game, David immediately begins asking ques- 
tions. The pervasiveness of violence in our 
community is not lost on him. When I told him 
not long ago that an elderly friend of our family 
had died, he responded, "Who shot her?" 
It is a struggle to bring up calm, secure, fear- 
less children in a violent community. 

Beverly Roberson Jackson, Ed.D. 
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PARENTING IN VIOLENT ENVIRONMENTS 

Joy D. Osot'sky, Ph.D. and Beverly Roberson Jackson, Ed.D. 



I t is a struggle to bring up calm, secure, tearless 
children in a violent community. And today, fami- 
lies are engaged in this struggle in every region of 
the United States and in every type of community 
— urban, suburban and rural. The 1991 National 
Survey of Children and Parents sponsored by the 
National Commission on children reported that 
parents worry a great deal about their inability to 
protect their children from violence and keep them 
safe even in their own neighborhoods. Not surpris- 
ingly, low-income and minority parents reported 
the greatest v/orrics. 

Protecting children is a family's most basic 
function. Regardless of their composition, families 
are uniquely structured to provide the attention, 
nurturing and safety that children need to grow and 
develop. An important psychological aspect of par- 
enting an infant or toddler is being able to provide 
what has been called a "holding environment" — 
space in which parents can protect a child from 
danger and allow some measure of independence. 

When danger threatens, families naturally form 
a wall of protection around their most vulnerable 
members — the children. When a child is in immi- 
nent danger, a parent may experience a rush of 
adrenalin that makes heroic activity possible — 
dashing to snatch a toddler from the path of a car, 
protecting a baby from gunfire with his or her own 
body. This instinct to protect a child is a stress 
response — essential, like other stress responses, 
in a crisis, but not healthy for daily life. Yet for 
families who are constantly exposed to violence, 
the stress is relentless. When families are also chal- 
lenged, simultaneously and continuously, by 
poverty, unemployment, inadequate housing or 
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family instability as well as exposure to violence, 
the stress can be overwhelming and lead to a dete- 
rioration of basic coping skills. 

What are the psychological effects on par- 
ents of living with violence? 

Parents who are aware that they might not be able 
to protect their own children from violence are 
likely to feel frustrated and helpless. They may feel 
powerless in relation to the constant barrage of vio- 
lence in the media and apparent tolerance for vio- 
lence in the society at large. They may have spe- 
cific fears for their own physical safety, as well as 
that of their children. 

When parents witness violence or are them- 
selves victims of violence, they are likely to have 
difficulty being emotionally available, sensitive, 
and responsive to their children. Parents must cope 
with their own trauma before they are able to deal 
with their children's needs. When parents arc liv- 
ing in constant fear, their children often lack the 
sense of basic trust and security that is the founda- 
tion of healthy emotional development. 

Every parent faced with violence must find 
some way of coping to survive. The "hiding game" 
described above worked, for awhile, for one of us 
and her children (BRJ). Other coping strategies, 
while understandable as ways of relieving immedi- 
ate anxiety, may distort parent-child relationships: 
• If both a parent and infant have been traumatized 
by exposure to violence, the parent may have diffi- 
culty recognizing and attending to the child's dis- 
tress precisely because it serves as a reminder of 
exactly what the adult wishes to forget. 

u 



The story of Paul 

Paul is not growing up in a violent community. But he 
is growing up in a violent environment — as his parents 
did. The legacy of pain and fear that Paul's parents 
inherited will be passed on to Paul and to his children 's 
children, unless healing can occur 

Mr. and Mrs. D were convinced that their 28- 
month-old son Paul was aggressive, powerful, 
and uncontrollable. They called him a 'little 
demon.' 1 What they could not see was that 
Paul, like many reckless young children, was 
also a fearful little boy. The D's were frightened 
of their son, and perceived his night terrors, dif- 
ficulty in going to sleep, and fitful crying on sep- 
aration as cunning efforts to keep his parents 
under his control. "He is just pretending, " they 
would say. "He is afraid of nothing. He is just 
trying to fool us into doing what he wants." 
The D's had become so angry at their son that 
they had no empathy with his plight. Mrs. D 
had little patience for any behavior that might 
be construed as dependent or needy. When 
Paul became alarmed by a fire truck and clung 
to her skirt, she laughed and told him he was 
being silly. When he cried as she left him in a 
toddler play group, she said, "You have no right 
to cry. You are always running away from me. 
See if you like it when I do it to you." When 
Paul cut himself on a piece of glass he had bro- 
ken, she told him, "It is your own fault for being 
so destructive. 

Mr. D, although less active than his wife in 
Paul's life, followed a similar pattern. He 
encouraged Paul to be "strong" and was critical 
of him when he was frightened or hurt, in addi- 
tion, Mr. D tended to spank Paul quite hard to 
keep him in line. Paul had begun to hit him 
back, which alternatively amused and enraged 
his father. When he was amused, Mr. D 
laughed appreciatively at his son f s feistiness 
and said, "You are tough like your old man." 
This approval reinforced Paul's readiness to 
use aggression to fight back. But when his 
father was not in the mood for such feistiness, 
he became enraged and hit the child even 
harder to "show Paul who is the boss." At 
these times Paul collapsed in tears and was 
then sent to his room, where he screamed in 
protest for as long as 40 minutes at a time. 

These exchanges with his parents gave Paul 
the message that he was on his own. He had 
no secure base to which he could turn when he 
felt fearful or needy. His father could not help 
Paul modulate his anger because Mr. D could 
not control his own. His mother disiiked any 



show of weakness and encouraged him to be 
independent, but she also scolded him for the 
often disastrous results of his efforts to "stand 
on his own. " 

Mr. and Mrs. D misinterpreted Paul's high 
activity level as a sign of defiance that needed 
to be punished. They also mistook Paul's 
efforts at physical closeness or proximity as 
symptoms of dependence, and dependence 
was not acceptable to them — even in a two- 
year-old. 

Thoughts and feelings that are unacceptable 
to the parents can easily become unacceptable 
to their child. From this perspective, we can 
understand Paul's recklessness and darting 
away as an effort to counteract his wish to 
come close, which he knew would be rebuffed 
by his parents. 

Children like Paul are asking: "How far do I 
need to go before mom will bring me back? 
How much danger is too much so that dad will 
protect me? How scared do I need to be for 
mom and dad to help me feel safe?" 

Mr. and Mrs. D had to struggle long and hard 
before they could understand the urgent reality 
of Paul's fears, and before they could respond 
to his recklessness as a cry for help. In the 
process of learning to know their child, they 
had to remember their own fears and longings 
as little children who were punished too harshly 
and expected to do too much too soon. 

The repetition of a painful past in a painful 
present is often at work when parents are at a 
loss to protect their child. When the D's were 
helped to reexperience their own early, 
unheeded wished to feel protected and secure, 
they became able to understand their child's 
fears better, Then they could begin responding 
to Paul's call for help. For ?::ample, they held 
their son when he clung to them and said: 
"You are O.K. I will take care of you" instead of 
pushing him away. They retrieved him when 
he darted off in unfamiliar places and told him: 
'7 get scared when you run away. I don't want 
you to get hurt." They heiped him when he 
asked for help. As the child began to heal from 
his anxieties through these loving ministrations, 
the parents found that through experiencing 
empathy with their child they were also begin- 
ning to heal themselves of the wounds left by 
their own harsh childhoods. 



Alicia Lieberman, Ph.D. 

(adapted with permission from Ueberman, AF.1993. The 
Emotional Life of the Toddler. New York: The Free Press) 
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• Parents may become overprotective, hardly 
allowing their children out of their sight. 

• Parents, particularly those who were abused or 
deprived of adequate nurturing during their own 
childhoods, may turn to their young children for 
excessive support and then become angry at them 
for not fulfilling the parent's needs. 

A single violent event is difficult enough for 
parents to deal with. A chronically violent environ- 
ment produces chronic, unrelieved stress. Many 
parents who live in violent environments are bur- 
dened even further by the lingering effects of vio- 
lence they have experienced in the past, as children 
who were abused emotionally, physically, or sexu- 
ally. Unless these parents are somehow helped to 
remember their own fears and longings as little 
children who were punished too harshly and 
expected to do too much too soon, they may repeat 
their painful past in the present, with their own 
young children. 

What is it like for infants to be raised by a 
stressed and depressed parent? 

Parents who live in environments that include 
poverty and stress are more likely than other par- 
ents to experience symptoms of depression, includ- 
ing feelings of sadness, hopelessness, and helpless- 
ness; disturbances in sleep and appetite; and chron- 
ic exhaustion that goes beyond the fatigue that 
tends to "come with the territory" of caring for an 
infant or toddler. 

Parents who are extremely depressed may be 
unable to provide for their young children's most 
basic physical needs. Many depressed parents, 
however, use all the energy they can muster to care 
for their children. But in spite of these parents' 
conscious efforts, their depression may interfere 
with some of the specific kinds of nurturing that 
very young children need. For example: 

• People who are depressed look sad and anxious. 
But babies come into the world prepared to 
respond to smiles and lively facial expressions. If 
they don't find these in their caregiving environ- 
ment, babies begin to withdraw from the human 
world. Soon their sad, blank faces reveal their own 
depression. 

• People who are depressed tend to talk less often 
and with less intensity. They are less likely to look 
at the person they are talking to and respond more 
slowly. But babies respond best to warm, loving, 
animated voices — the "baby talk" or "motherese" 
that is a part of every culture. 



• People who are depressed tend to be hostile and 
irritable, especially in intimate relationships. They 
may be passive and unresponsive or negative and 
critical. They have difficulty controlling their emo- 
tions. They drive other people away. A young 
child whose depressed, isolated parent rarely hugs, 
smiles, and praises — but often scolds and shouts 
— grows up to believe he or she is "bad" or 
"nasty" and deserving of punishment. Who has 
told the child anything different? 

Supporting and building resilience in fam- 
ilies 

Some families manage to nurture their children 
well despite poverty, dangerous community envi- 
ronments, and other adverse circumstances. 
Robert Hill of Morgan State University has identi- 
fied five factors that have proven effective in 
enabling families to survive and maintain healthy 
relationships (Hill, 1972). He has observed their 
validity through more than 20 years of changing 
family and community demographics. These fac- 
tors are: 

1. Strong kinship bonds 

2. Flexibility of family roles 

3. Strong spiritual/religious orientation 

4. Strong work orientation 

5. High achievement orientation 

After conducting an in-depth review of numer- 
ous studies in high-risk communities, Dr. Hill con- 
cluded that where these factors were present, fam- 
ilies and individuals within families succeeded. 
Where they were absent, the family was at great 
risk of failure, disruption, and loss of life (Hill, et 
al. 1993). 

How can factors that contribute to family 
resilience be supported and strengthened in fami- 
lies who are living in violent environments? Com- 
mon sense (and research on family development) 
tell us that every family needs support, particular- 
ly in the stressful years of caring for infants and 
toddlers. Traditionally, support comes from grand- 
parents, extended family, friends and neighbors, 
the religious community, and the basic human love 
for small children that makes even the stingiest 
shopkeeper in the neighborhood offer a baby a 
cookie. But when violence pervades a community, 
these traditional supports to a young family are 
themselves overwhelmed by stress — preoccupied 
with their own survival, or with caring for people 
in crises of grief and loss. 

Individual parents who are living in violent 
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Barbara and John 

Barbara, a young mother, and her 27-month- 
old son John live in a three-room apartment in 
a cinder-block building. The circumstances of 
Barbara's life seem daunting. Her husband has 
been in prison for most of their marriage. She 
must travel for four hours by bus to visit him 
each month. The neighborhood around her 
apartment is the scene of frequent violent inci- 
dents. Many of her neighbors regard police 
officers as an occupying force rather than as 
protectors of the peace. 

Amidst chronic violence, stress, and trauma, 
John is thriving. He is bright and cheerful. His 
mother is not depressed or defeated. She is 
lively and full of energy and enthusiasm. She 
has a picture of her husband on display which 
John holds proudly as Barbara reads him the 
latest letter from his father. 

Barbara's family — sisters, brothers, and 
parents — live nearby. They provide emotional 
support, as do other members of her communi- 
ty. In addition, Barbara gains strength from her 
intense, enduring belief in a better future. She 
sees the present situation — horrible as it is — 
as transitional. She looks forward to the day 
when her husband will return home and when 
her neighborhood will become a true communi- 
ty- 
Barbara has come to see political change as 
an essential factor in achieving her vision of a 
better future. Her conviction gives meaning to 
the conditions she faces, and her enthusiasm 
displaces depression. Her politics, expressed 
initially through participation in a welfare rights 
demonstration and more recently in leadership 
of a community voter registration drive, provide 



a foundation of resilience for Barbara and 
John. She, and the political movement in which 
she is an active participant, are seeking to 
change the conditions in her community. 

Discussion: 

I think that belief in a better future is an impor- 
tant feature of resilience in adults who care for 
young children amidst chronic violence. Par- 
ents who are ''models of resilience" are those 
who are available with reassurance and 
encouragement during adversity, helping their 
children understand and process stress and 
trauma. 

This steadfastness may arise from religious 
belief, spirituality, ideological allegiances, and 
political commitment, all of which can con- 
tribute to resilience. Such belief systems give 
substance and meaning to dangerous events 
and sustain the ability to function under 
extreme conditions. Parents' strong religious or 
political beliefs can bring stability and meaning 
to children's lives which seem impervious to 
hardship and stress. Engaging in religious 
and/or political activities can enhance active 
coping. 

In violent environments all over the world, 
there are some children who seem to remain 
free of psychological disturbance. As they grow 
older, these children see themselves as neither 
victims nor avengers, but as builders of sturdy, 
non-violent, assertive communities. In my 
experience, the parents of these children have 
strong political and/or religious beliefs, avail 
themselves of social support, strongly believe 
in their ability to control their lives, and actively 
try to change traumatic situations. 

James Garbarino, Ph.D. 



environments will continue to draw on all their 
emotional, material, and spiritual strength to pro- 
tect and nurture their own young children and the 
children who are close to them. Some people in 
any community feel a responsibility to all of the 
children in the community — these are the grand- 
mothers, the retirees, the good listeners of any age 
who work every day in quiet ways to keep neigh- 
borhoods safe for children and families and to be 
emotionally available to parents under stress. In 
addition, individuals and communities are creating 
programs to support and strengthen families who 
are living in violent environments, to reduce the 



current level of violence, and to prevent violence 
in the future. These approaches are discussed in 
Part Two of this publication, "Infants. Toddlers 
and Violence: Developing a Community 
Response. M 
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Three coping strategies for parents living 
in violent environments 

As a parent who lives in a very violent commu- 
nity, I struggle to rear mentally healthy children 
in the midst of chaos. I have adopted three 
coping strategies to help me meet this chal- 
lenge: 

1. Personal self-empowerment; 

2. Protecting my children from violence; and 

3. Staying angry. 

Self-empowerment: In our community, vio- 
lence began to escalate in the late 1980s. 
When I realized that the killings in my neighbor- 
hood were not all drug-related, I became 
extremely fearful — most of us, I think, are 
most fearful of random violence. At the same 
time, I knew that if I were always afraid, I 
couldn't function as a parent, i knew that my 
own fear would affect my small children. 
I decided to take action. First, I tried to under- 
stand my own personal reactions to and feel- 
ings about violence. I asked myself: 
0 What do I fear most about possible violence? 
0 Is there anything that I like about the vio- 
lence in our community? 

0 How, and under what circumstances, can I 
control my fear? 

0 How can I take control of the situation, for my 
family and myself? 

As I asked myself these questions and 
answered them, I found that I could use my 
intelligence, powers of observation, and com- 
mon sense to protect myself and my children. I 
became a much more alert observer of my sur- 
roundings and began to notice, for example, 
that police officers were often posted at the 
four corners of the park where my children 
played. Through news reports and from neigh- 
bors, I learned that the police assumed these 
positions when violent suspects were in the 
area or whenever a violent incident had 
occurred within a mile of the park. I still take 
my children to the playground, but whenever 
police officers appear at the four comers of the 
park, we go home. 

Protecting my children from violence: My 

growing sensitivity to clues that signalled possi- 
ble impending violence in the neighborhood 
helped me to take steps to protect my children, 
in the community and at home. When a child 
riding in a car was hit by a stray bullet (this 



happened a block from the home of our infant's 
suburban /amily day care provider, not in our 
own neighborhood), my husband and I devised 
ways of shielding our children in the 
car. (The 'hiding game," described above, was 
one strategy. 

We also needed to protect our children at 
home. A few of the windows of our house face 
a major thoroughfare. We decided to make 
some rules forbidding our two young sons to 
look out of these windows. The boys were too 
young to understand the reason for these rules 
when we made them, so we enforced them the 
same way we would enforce any other house- 
hold rule with a young child: We planned most 
family activities away from the windows facing 
the street. We and the children used other win- 
dows in the house to look from, and we consis- 
tently warned the boys away from the street- 
side windows. 

We don't fool ourselves. We know that we 
are not totally safe. But just as we used outlet 
covers and stair gates to protect our young 
children from injury in a house that is blessed 
with electricity and a staircase, we have taken 
steps to protect them from harm in a house that 
is threatened by violence. 

Staying angry: Maybe I would be more com- 
fortable if I could ignore the violence in my 
community, or perhaps accept it as a part of 
life. But I decided that I could not let myself 
forget that violence is awful — every time it 
occurs. I realized that if I wanted to fight vio- 
lence, I could not tolerate it, or become immu- 
nized against its effects, or let my children 
accept the violence around them. I couldn't 
become angry about violence "only" when it 
affected a family member or a small child or a 
neighbor. I couldn't let my children begin to 
think that violence is an acceptable human 
response to frustration or conflict. 

Tolerating violence feeds violence. When 
people in my neighborhood thought that vio- 
lence occurred only among drug dealers, they 
were complacent. When they realized that any- 
one in our community could become a victim of 
violence, they became fearful. I believe that I 
have to be concerned about all victims of vio- 
lence; narrowing my concern endangers my 
family. We are all in this together. We must 
stay angry at violence, and we must channel 
our anger constructively in order to make the 
future truly safe for our children. 

Beverly Roberson Jackson, Ed.D. 
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Helping Young Children Channel Their Aggressive Energies 
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Ask any parent whether she wants her child to be 
an aggressive person and you are likely to get more 
than one answer. After all, aggression is associated 
with both approved and disapproved behavior in 
our minds and in our society — both with the ener- 
gy and purpose that help us to actively master the 
challenges of life and with hurtful actions and 
destructive forces. 

Most of us want our children to be able to take 
a stand for themselves when others treat them 
roughly. We hope that they will not start fights but 
if attacked will be able to cope with the attacker 
and not be overwhelmed. A child's learning to find 
a healthy balance between too much and too little 
aggressive behavior is probably the most difficult 
task of growing up. 

According to developmental theory, aggressive 
impulses or drives are born in the human child and 
are a crucial aspect of the psychological lifsforce 
and of survival. In the course of healthy develop- 
ment, these drives are normally expressed In vari- 
ous behaviors at different ages and, with assistance 
from parents and others, are gradually brought 
under the control of the individual — moderated, 
channeled and regulated but by no means stamped 
out. We expect that young children who are devel- 
oping normally wili display aggressive behavior 
— both physical and verbal — toward adults, other 
children, and objects in their environment. Broth- 
ers and sisters engage in combat. Young children 
in groups inevitably behave aggressively toward 
one another just as they behave in friendly ways 
and join in interesting activities. When they want 
the same toy or the same adult, competition and 
strife are bound to occur. If a child is irritable or 



angry, he or she may lash out at another without 
apparent provocation. 

During the first year, infants are not often 
thought of as behaving aggressively, and yet 
encounters in which an infant pushes, pulls, or 
exerts force against another are signs of the out- 
wardly directed energy and assertiveness that 
reflect the healthy maturation of aggression. But 
the nine-month old who pulls your hair does not 
know that it might hurt — it is done in the same 
exuberant, playful spirit that is seen in other activ- 
ities. It is only in the second year, when the child 
develops a better awareness of his separateness as 
a person — of "me M and "you" — that he can begin 
to understand that he is angry at someone and 
behave with intentional force. We do not usually 
talk about a child's being cruel or hostile toward 
others until some time during the second year. 
Even then, he does not know enough about cause 
and effect to understand the consequences of his 
action or how to regulate this behavior toward oth- 
ers. When your fifteen-month-old smashes a frag- 
ile object, he is caught up in the pleasure of 
assertiveness, not anticipating its result. 

Parents sometimes tell me about their toddler 
who "knows better" than to hit or bite. They 
believe this is so because when he is scolded, he 
looks ashamed. What the toddler understands is 
not that he has hurt someone or destroyed some- 
thing but that he has earned the disapproval of his 
parents. Conversely, when praised for being gentle 
with another, he knows and is pleased that he is 
approved of for that behavior at that moment. It 
will take time and many reminders before he can 
understand that not hitting or biting applies to 
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many situations. Young children, particularly 
those under three and a half or so, scarcely know 
their own strength. The differences between a kiss 
and a bite, between patting and hitting, between 
nudging and pushing someone down are not auto- 
matically understood and children need many 
reminders: e.g., "Let me show you how to pat the 
baby (or the family dog or Daddy's cheekr; "Pat- 
ting feels nice. Hitting can hurt"; or "Do it softly 
(or gently), like this/' 

As is true of the young child's development in 
other areas, there are steps and phases in the social- 
ization of aggression, and it is worth your while to 
learn something about what kind of behavior to 
expect at various ages. If you understand what an 
infant or toddler or a four-year-old is capable of, 
you can adjust your own actions and teaching to 
realistic expectations and save yourself worry and 
frustration. You don't need the anxiety of imagin- 
ing that your toddler who gets very angry and has 
very little control over his aggression when frus- 
trated or upset is destined to become an angry, 
destructive, uncontrolled four- or ten- or twenty- 
year-old. On the other hand, if your four-year-old 
has frequent aggressive outbursts and seems not to 
be concerned about the effect of his aggression, or 
even seems to enjoy hurting others, you are correct 
in being worried and in seeking ways to help him 
toward healthier behavior. 

How then do parents moderate and channel 
their child's aggression without stamping it out by 
being too severe? 

While there is no exact recipe, here are twelve 
suggestions that may help you to provide your 
child with the guidance he needs. 

1. Keep in mind that your child's feeling loved 
and affectionately cared for builds the founda- 
tion for his acceptance of the guidance you will 
provide as his development proceeds. This 
includes the regulation of aggressive behavior. 
Children who feel loved want to please their par- 
ents most of the time and will respond to their 
guidance. Putting reasonable restrictions on your 
child's behavior is part of loving him, just as are 
feeding, comforting, playing and responding to his 
wishes. 

2. Try to Figure out what triggered your child's 
aggressive behavior. Ask yourself what might 
have happened that set him off — your behavior or 
that of another person, or something else in the sit- 
uation; perhaps he is overtired or not feeling well 
physically. Being rushed, abruptly handled, being 



denied something he wants, even being unable to 
do something he has tried to do with a toy or phys- 
ical activity often produces feelings of frustration 
and anger that result in aggressive behavior: the 
toy gets thrown, or the child cries and strikes out or 
stormily says, "Mommy, 1 hate you." This can also 
occur at times when there is no readily apparent 
cause for the outburst. 

3. Make use of what you know about your 
child's temperament, rhythms, preferences, 
and sensitivities. For example, if you know that 
he is irritable or ill-humored for the first hour of 
the day or gets very out of sorts when tired or hun- 
gry, you won't pick that time to ask a great deal in 
the way of control. If you know that he is likely to 
behave aggressively when another child comes 
close, you will want to be nearby to help him con- 
trol that behavior. If he easily becomes "wound 
up" with excitement and is more aggressive at such 
times, you will want to help him tone down the 
excitement so that he can continue to play. If you 
know that he gets upset, angry, and aggressive 
when teased, you will want to give him some pro- 
tection from teasing by others, especially by 
adults. 

4. Tell your child what you want him to do or 
not do in a specific situation but try not to give 
a long lecture. Your child will be aware of your 
displeasure from your tone of voice as well as from 
what you say. It is important that you try to be clear 
about your disapproval. However, long lectures 
and dire predictions are usually counterproductive. 
Telling a three-year-old child that God won't love 
her if she hits her baby brother may frighten her, 
but it is unlikely to help her understand and devel- 
op her own controls. A better reason is that you 
don't want her to hit him because it hurts. That you 
don't like the behavior is your most effective mes- 
sage. It helps any young child who has earned the 
disapproval of a parent to be reminded that she is 
loved even when you don't like the behavior. And 
sometimes the young attacker needs as much com- 
fort as the victim because the negative feelings that 
are aroused by one's own aggressive behavior. 

5. When your young child is playing with other 
children, keep an eye on the situation but try 
not to hover. What begins as playful scuffling or 
run and chase or sharing toys can quickly move 
into a battle between children, and they may need 
a referee. However, there are times when you can 
let young children work things our among them- 
selves. When you believe that none of the children 
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is in danger of being hurt, you may decide to see 
how they can settle their differences because if 
successful, they should be better able to manage 
the next situation more adequately. Age makes a 
difference, of course. Such solutions are often 
within the abilities of three- to five-year-olds, 
while the under-threes will need your help and pro- 
tection more frequently. 

6. When your child is being aggressive in ways 
you don't like, stop the behavior and give him 
something else to do. You may either suggest and 
help start a new activity or perhaps guide him to a 
place where he can discharge aggressive feelings 
without doing harm to himself, to anyone else, to 
toys, or to the family pet. For example, a corner in 
which there is something to punch or bang or 
throw at can be utilized. You can say, for example, 
"If you feel like hitting, go and hit your pillow (or 
punching bag), but you can't hit the dog (or bang 
the table with a hammer)/' Such an opportunity not 
only helps the child discharge some aggressive 
feelings but also helps him understand that there 
can be a time and place provided for such actions. 

7. When time permits, demonstrate how to han- 
dle a situation in which there is conflict between 
children. For instance, if your child is old enough, 
you can teach him a few words to use in order to 
avoid or settle a conflict. A two-year-old can be 
helped to hold on to a toy and say "no" or "mine" 
instead of always pushing or crying when another 
child tries to take a toy. A four-year-old can be 
shown how to deflect a younger brother or sister 
who is about to move in on his treasures. Children 
need specific suggestions and demonstrations from 
adults in order to learn that there are effective ways 
to handle disagreements that are more acceptable 
than physical attack and retaliation. 

8. If your child has language skills, help him 
explain what he is angry about. If you are able to 
guess and he cannot say, do it for him, e.g., "I 
guess you're mad because you can't go to play 
with Johnny. I know how you feel, but it's too late 
to go today" (or whatever the reason is). Among 
the things children begin to learn during the early 
years are some of the connections between feel- 
ings, thoughts, and behavior. This learning is 
accomplished gradually as the child hears what is 
said about himself and others, and he is helped to 
understand that feelings and ideas lead to actions, 
some of which are approved and some not. 



9. Ask yourself if you are sending "mixed mes- 
sages" to your child about his aggressiveness. If 

you say "Don't hit" or "Be nice" while you are not 
so secretly enjoying your child's aggressive behav- 
ior toward someone else, he will be confused, and 
such confusions tend to make it more difficult to 
develop self-control. 

10. Keep in mind that parents are the most 
important models for behavior and the creators 
of the family atmosphere and guidance that 
children need in order to use aggression in a 
healthy way. If social exchanges in your family 
include much arguing or physical fighting in the 
presence or hearing of your children, you can 
count on their picking it up. You can expect that 
they will imitate that behavior in their interaction 
with others, becoming either excessively quarrel- 
some or physically aggressive or becoming exces- 
sively submissive out of fear. 

11. Think about the very real disadvantages of 
physical punishment for your child. Children 
often arouse anger in adults when they provoke, 
tease, behave stubbornly, or attack others. If your 
practice is to hit or physically punish your child in 
some other way for such behavior, you need to 
think very carefully about what he learns from that. 
Even with the best of intentions, you may be send- 
ing the wrong message. Rather than learning how 
to control his aggression as you want him to do, he 
may interpret your behavior to mean that physical 
force always wins out, and he may not develop 
other ways of settling disputes. There is the danger 
that he will become even more aggressive or may 
fail to develop the ability to cope with the ordinary 
pressures of social contact. 

12. Your child's learning to love and live in rea- 
sonable harmony with others comes about only 
gradually and over many years. For you as par- 
ents there will always be ups and downs, periods 
when you despair of "civilizing" your child or 
when you will worry that he will be too timid for 
the rigors of the world. While living from day to 
day with the pleasures and frustrations of being a 
parent, it is also important to keep the long view in 
mind: there is a positive momentum to develop- 
ment. This forward thrust of your child's growth 
and development actually works in favor of his 
acquiring the ability to channel and productively 
use those aggressive energies that are a vital part of 
our makeup. 
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"My mommy didn't kill my daddy. Drugs 
killed my daddy ': A child reared in vio- 
lence and love 

Seven-year-old Jade tries to talk to her pater- 
nal grandmother on the telephone. She says, 
"Don't be mad at Momma. My mommy didn't 
kill Daddy. Drugs killed my daddy. He was high. 
He was always hurting my mommy. Them 
drugs killed my daddy. " 

Jade is trying to make sense other world. 
She is trying to understand why a beloved 
daddy could attack her mother so violently... 
and why a beloved mommy could kill her 
daddy. 

I have known Jade (not her real name) since 
her birth. She is a subject in the Children at 
Risk: Infant Development Project (IDP), a longi- 
tudinal study of 37 African American children 
who live with their mothers in neighborhoods 
with high rates of poverty, crime, inadequate 
housing, transience, and neonatal mortality. 
The goal of the study is to describe the patterns 
of interaction that occur within the early natural 
environment of the children, what these pat- 
terns mean to the children and families, and 
how the patterns relate to the children's social, 
psychological, and cognitive developmental 
outcomes. 

In the course of the study, we videotaped the 
children —first as newborns in the hospital, and 
then for hours at a time at systematic intervals 
(sometimes as short as every six weeks) over a 
period of ten years. We also collected informa- 
tion on parents' life, work, and medical histo- 
ries; mothers' and children's IQ scores; diaries 
of off-camera activities that took place during 
the videotaping sessions; and audiotaped inter- 
views. These contacts over the years give an 
extraordinary window on the experiences of 
children in their earliest years. 

Jade is struggling to make sense of her 
wona, and so are we. As we re-play the video- 
tapes of Jade's first three years of life and 
review what Jade s mother has told us about 
her own childhood and her marriage, we are 
struck most of all by the ambiguity and com- 
plexity of Jade's environment. Jade is a much- 
loved first daughter — but her father is a habit- 

The IDP was supported by grants from the Spencer 
Foundation. Childhelp, Inc., the Schnadig Foundation, 
the University of Chicago Women's Board, the Wash- 
ington National Insurance Company, and the Lois and 
Samuel Silberman Fund. 



ual user of cocaine and heroin. She has stimu- 
lating and loving relationships with both parents 
— but these relationships are marred by the 
tension and constant menace of violence and 
drugs. Her environment swings between nurtur- 
ing safety and comfort and explosions of drug 
use and violence. How has this inconsistency 
colored Jade's formative years? What are the 
dynamics of her developing perception, attach- 
ment, and sense of self? 
Let us look at what the videotapes re m eal. 

Jade at two days 

The videotape made in the hospital two days 
after Jade's birth shows her mother, Ms. P., 
dressed in a colorful yellow gown, leaning 
against her pillows nursing Jade, cooing to her, 
and inspecting her tiny hands. (Jade was one 
of oniy two children in the sample of 37 who 
were breastfed.) Ms. P. calls Jade "Pooh," an 
early nickname that stuck, and murmurs to her. 
Even when she is talking on the telephone, Ms. 
P. 's eyes seldom leave Jade. She continues to 
hold her, and kisses her newborn daughter's 
forehead as she talks. 

Jade's first year 

Mr. P., Jade's father, often appears in the 
videotapes made during Jade's first year. He is 
holding Jade, or playing with her, or watching 
television with Jade in the crook of his arm. 
"Gimme some sugar, gimme some sugar," he 
croons, kissing her. Later the tapes show Jade 
joyfully toddling toward her father when he 
comes into the house or into a room where she 
is. 

The P's separate 

When Jade was one year old, her parents sep- 
arated. The P's relationship, which had begun 
when Ms. P. was 16 and Mr. P. 18, had been 
stormy from the beginning. When Mr. P. used 
drugs, he was abusive, and there were many 
separations. But Ms. P always went back, 
especially after Jade was born. Ms. P. told us: 
1 really didn't want my girls not knowing who 
they daddy is; even though I thought he was 
gonna kill me sometimes, my heart was in my 
throat." 

His drug use notwithstanding, Mr. P. worked 
as a truck driver for the city sanitation depart- 
ment. As a municipal employee, he was enti- 
tled to a substantial package of fringe benefits, 
including menial health counseling and drug 
rehabilitation. When the P's were together and 
he was not using drugs, Mr. P. was remorseful, 
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telling Ms. P. that he felt bad that she was so 
scared and that "I'm trying to show you I can do 
better: 1 

Mr. P. 's job paid for marital counseling, and 
both parents attended group and individual 
counseling. During Jade's first six years, Mr. P. 
also enrolled two different times in Lifeline, a 
45-day drug rehabilitation program. But after 
each contact with the program, he began to 
use again. Ms. P., who also used alcohol and 
"reefer" but quit "cold turkey" after her final 
break-up with Mr. P., told us: 

"Lifeline is a good program, but you have to 
be really serious about getting off drugs. For 
(Mr. P.) it was a way of getting out of trouble. 
He just wanted the world off his back.. He had 
all these court orders against him, files for 
divorce.. other people had charges against him 
when he tore up their house looking for me. 
He would stay clean for a little while. .make a 
paycheck.. get out from under the pressure. .go 
back to using drugs." 

Ms. P. added that when Mr. P. was using, he 
was often violent. She said that "no one, 
including his parents, could do anything about 
him or his behavior.. Once he threw me in the 
car trunk, and I did not get out until some peo- 
ple saw my fingers sticking out of the trunk, try- 
ing to open the catch. " 

Jade at two 

After the separation, Ms. P. and Jade moved in 
with Ms. P. 's grandparents. Mr. P. continued to 
visit. (Ms. P. stressed to us that Mr. P. was 
never abusive or threatening to Jade or to her 
sister, born when Jade was two.) A particularly 
compelling videotape shows Mr. P. visiting 
Jade, her newborn sister, and Ms. P. at the 
grandparents' home. Jade is beside herself, 
twisting, wiggling, and flirting when her father 
arrives. She runs around shouting, "June, 
June!" (Mr. P. 's childhood family nickname is 
June Bug), grabbing him around the legs, and 
jumping into his arms and lap. He responds by 
tossing, hugging, and tumbling her, all the while 
crooning, "Whatcha been doin\ Pooh-Pooh? 
Been a good girl, huh?" Jade cries when he 
goes out to the car, watching him intently from 
the window and nearly falling headlong over 
the back of the chair when she sees him 
returning. 

For two hours, Mr. P. and Jade play together 
— she on her father's lap when he makes tele- 
phone calls; he helping to change her diaper; 
both of them identifying Ernie, Big Bird and 



Cookie Monster in a book; watching television 
together, Jade in her father's lap, smoothing his 
beard, patting his face, and kissing his nose. 
When Mr. P. pays more attention to Clint East- 
wood on television than to her and won't let her 
h */e a sip of his beer, Jade becomes angry. 
She pouts and runs away. He coaxes her back, 
saying, "Come here, baby. Come here, pretty. " 

Jade at three 

When Jade is three, the P's are living together 
again. The video camera records Jade and her 
one-year-old sister "helping" their mother bake 
a cake to celebrate the P's wedding anniver- 
sary. Ms. P. creatively explains to Jade what an 
anniversary is, and Jade talks constantly about 
the anniversary and "my daddy" — "My daddy 
like this cake. Hear my daddy car coming. My 
daddy come soon." 

Ms. P. explains that Jade's daddy is at work, 
and joins her in the game of anticipating his 
arrival. "Is Daddy's car out there? You see 
June? He be here soon." 

It should be noted that Ms. P. is just as affec- 
tionate with Jade as Mr. P., kissing and hug- 
ging her often, or sitting with both girls in her 
lap i lading to them. School and academic 
learning are important to Ms. P. (Jade later 
went to Head Start and has always done well in 
school.) The tapes show Ms. P. using flash- 
cards to teach Jade words, reading to her, and 
patiently explaining difficult concepts, like Hal- 
loween masks: 

"Don't be afraid of the masks, Pooh. It's just 
another child behind 'em. Mommy got a mask. 
She's behind it. You ain't scared of Mommy. 
All the trick-or-treaters got on, is a mask. " 

Jade at six 

During Jade's preschool years, Ms. P. left Mr. 
P. several times. Sometimes she and the chil- 
dren went to Ms. P. 's grandparents; sometimes 
they went to members of Mr. P.'s own large 
family. Sometimes the P's reunited. 

When Jade was six years old, her father 
pushed her mother through a second-story 
porch rail. She fell to the ground, breaking both 
arms and puncturing her spleen. She went to a 
shelter for battered women, applied for public 
assistance, and made a decision to file for 
divorce. Mr. P. was sentenced to prison for the 
attack but was allowed to work at his regular 
job during the day. On one occasion, in defi- 
ance of a court order, he visited his mother's 
house instead of going to work, found Jade 
and Ms. P. there, and became verbally abusive 
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to Ms. P. 

Shortly after this encounter, and with the help 
of the shelter, Ms. P. secured a legal order of 
protection from her husband, filed for divorce, 
and moved into a new apartment with her two 
daughters. Mr. P. discovered the location of 
the apartment and called to say he was coming 
to "get" Ms. P. Ms. P., just about to sit down to 
supper with her daughters, escaped with t ? 
girls before Mr. P. arrived. 

"hree days later, Ms. P. returned to the 
apartment. Mr. P. had kicked in the door, 
thrown the telephone out of the window, turned 
over the refrigerator, pulled the gas stove out 
of the wall, and eaten the meal Ms. P. had left 
on the table. But he had harmed not one of his 
daughters' belongings. 

Later, Ms. P. told us about the vow she 
made that day: 

Tm not running any more. I'm just tired of 
him jumping on me in front of my children. 
What do I teach them girls by running? His 
blood is red just like mine, and I'm not gonna 
let him jump on me any more. He don't pay for 
nothin' here. I'm tired of this man bothering me 
and my children. I'm going to get me a gun." 

In Ms. P. 's neighborhood, this was easily 
accomplished. After talking to children on the 
street, Ms. P. bought a gun for $75 from 
teenage boys who were playing basketball in 
the playground of the neighborhood elementary 
school. They gave her three bullets and 
showed her how to fire the gun. Ms. P. 
recalled, 7 put it in my pocket and tried to for- 
get it. I didn't want to mess with him, but I just 
wasn't running any more." 

Jade at seven 

Ms. P. continued to fear Mr. P. She updated 
her court protection orders as required, by 
going regularly to the local police station. She 
also had family members accompany her in her 
daily comings and goings. Eight months after 
buying the gun, Ms. P. returned home one day 
after an errand; Jade, her sister, and Ms. P. 's 
stepfather were in the car with Ms. P. When 
they got out of the car, they discovered Mr. P. 
standing in front of the apartment house. 

An angry exchange followed. Jade was 
screaming. Mr. P. accused Ms. P. of telling 
Jade that he was "high" — which he denied. 
Ms. P. told us what happened next: 

"I said, Jade's not crazy. She can look at 
you. She know when people been smoking 
reefer. She know when people been drinking. 



She been around it all her life, so how could 
she not know? She know, I didn't have to tell 
her anything. ' 

He grabbed me then.. He choked me until I 
slid down the side of the building. I was just 
about unconscious. I could hear Jade say in', 
"He choking her, he choking her. Call the 
police, call the police. June fixing to fight 
Mommy again." 

Ms. P. heard Mr. P. say, "Man, I'm fixing to 
kill this bitch." She remembered the gun in her 
coat pocket and brought it out. She "said some- 
thing to God, " closed her eyes, and pulled the 
trigger. 

When Ms. P. opened her eyes after the shot, 
she saw her husband on the ground, but she 
didn't think she had shot him: 

"I didn't see no blood. I didn't see where no 
bullet had hit him. I figured he was just laying 
there, trying to dodge the bullet. So I jumped in 
the car and went to the police station. I knew 
he wouldn't hurt the kids. And the safest place 
for me to go was the police station. If I went to 
anybody else's house, he would just come after 
me, breaking out windows and kicking in doors. 
So I went to the police station. " 

In fact, Mr. P. had been killed instantly. And 
in one sense, the police station was '"the safest 
place" for Ms. P. The police computer records 
of Ms. P. 's history of court protection orders 
convinced the state attorney to rule her action 
justifiable homicide. Ms. P. was released with 
no criminal record against her, no hearing, and 
no trial. 

But Mr. P.'s large extended family, who had 
previously supported Ms. P. in her difficulties, 
now turned against her. They threatened to kill 
her and tried to gain custody of Jade and her 
sister. Ms. P. recalled: 

"Jade was real scared that (Mr. P. 's family) 
would hurt me or I would have to go to jail. 
She say, 'Mommy, you don't have to go to jail, 
do you?'" 

She continued: 

"I give the girls kisses and hugs and try to 
make them feel safe. I don't know how she feel. 
I got an empty feeling. I couldn't say I was sad 
or guilty. I just wasn't scared anymore. I knew I 
had to keep it together because of the kids. 
The family still don't talk to us." 

Jade tries to understand 

The last conversation Jade heard between her 
parents before her father was killed was an 
argument about her — her father accusing her 
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mother of telling Jade that he was on drugs 
again; her mother insisting that Jade, at age 
seven, had the knowledge to recognize the 
effects of drinking and drug use on her own. 

Jade has lost not only her father, but his 
whole family. She is trying to recapture some 
of what she has lost. Ms. P. tells us: 

"Pooh said she called her (her paternal 
grandmother). She said, Von't be mad at 
Momma. She not mad at you. Them drugs is 
what got the best of June. My mommy didn't 
kill him. Drugs killed my daddy. He was high. 
He was always hurting my mommy. Them 
drugs killed my daddy.'" 

Jade is seven years old, a graduate of Head 
Start and a high achiever in second grade. She 
is trying to understand why a beloved daddy 
could attack her mother so violently, and why a 
beloved mommy could kill her daddy. 

How will Jade continue to function, given the 
inconsistency of her early world — swinging 
between nurturing security and explosive vio- 
lence — and the loss of a beloved father? We 
are still looking for answers. We know that 
Jade's early life included a level of consistent, 
loving interactions that many children of any 



socioeconomic level do not experience. Unre- 
served, continuously spontaneous, joyful, 
enamoring relationships with both parents con- 
tributed to Jade's sense of herself a person 
much treasured by both parents. Her mother, in 
particular, loved the inquisitive side of Jade's 
own personality and encouraged her daughter's 
delight in the wonder of exploration. 

Although Jade could not trust her parents 
with each other, she could trust them with her- 
self. What research exists on the long-term 
adaptation of young children exposed to vio- 
lence teaches us that the basic sense of self 
and security that children develop early allows 
them to better master traumatic experiences. 
The consistent, loving caregiving that Jade 
experienced in her earliest years may come to 
her aid now, and in the future. 

Like Jade, we are still trying to understand 
the effect of her life experiences on her devel- 
opment. We will continue to follow her. Her 
story will add to understanding of the long-term 
adaptation of children who experience violence. 

Dolores G. Norton, Ph.D. 
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INFANTS, TODDLERS AND VIOLENCE: 
DEVELOPING A COMMUNITY RESPONSE 

J. Ronald Lally, Ed.D. and Marilyn M. Segal, Ph.D. 



T 

I he subtitle ot this publication is "hurt, heal- 
ing, and hope." When we talk about developing a 
community response to an epidemic of violence, 
we need to consider each of these words — the 
immediate hurt that children, theiv families, and 
caregivers in the community are experiencing; the 
healing that must take place; and ways to create 
and sustain a sense of hope in the future. In order 
to be effective, we must develop an ongoing social 
support system that constitutes the daily fabric of 
community life. Linked interventions should pro- 
vide a blend of protection, treatment, and preven- 
tion. 

The story of Jade and her family reveals how 
much we must still do in order to create communi- 
ties that are safe for children and families. Jade's 
community is by no means bereft of resources or of 
people who are trying to help. We see opportuni- 
ties for employment, income maintenance, access 
to health care, including mental health services and 
drug rehabilitation programs, conscientious law 
enforcement, shelter and counseling services for 
women who have been abused, and involved, 
extended families. For reasons that are not clear to 
us, these supports were too few, or too late, or too 
fragmented to prevent or contain the violence that 
devastated Jade's family. It remains to be seen 
whether the supports that are now available to 
Jade, her mother, and her sister, or that become 
available, will allow healing to occur and hope for 
the future to flourish. 

We live in the most violent country in the indus- 
trialized world. We also live in a country where 
people are resourceful, energetic, and capable of 



enormous efforts for the public good. Outraged by 
the toll that violence is exacting, communities are 
beginning to create violence prevention and inter- 
vention programs. As yet, few such initiatives 
address the specific needs of infants and young 
children, their families, and caregivers. We hope 
that this publication will encourage many such 
efforts to begin. 

In the pages below, we look at two groups of 
caregivers whose work, directly or indirectly, 
touches the lives of all families with infants and 
toddlers — child care providers and police offi- 
cers. These caregivers can do much to repair the 
frayed fabric of community life. Strategies that 
prove successful in training and supporting child 
care providers and community police officers as 
they address the needs of very young children who 
are victims of or witnesses to violence are likely to 
be useful, as well, to front-line health care workers, 
family advocates, and other community service 
providers. 

Before turning to descriptions of the Boston- 
based Child Witness to Violence Project and New 
Haven's program on Child Development and 
Community Policing, let us consider the notion of 
a ,4 safe haven" for very young children, and how 
the child care setting can provide such a sanctuary 
for infants and toddlers who live in violent envi- 
ronments. 

David Hamburg, President of the Carnegie Cor- 
poration of New York, reminds us that a ''safe 
haven M is critical for human children. Human 
development, unlike that of other species, involves 
prolonged immaturity. Human children need pro- 
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tected early years spent with caring adults. If chil- 
dren do not have such protection, if they do not 
feel safe and secure with trusted adults, they will 
develop their own strategies for achieving safety, 
security, and survival. But strategies developed 
prematurely and based on fear, rather than trust, 
are almost always rigid and limiting. If we wish to 
prepare young children to act in more caring and 
less violent ways, we must provide them with 
sanctuaries in which to explore caring and non- 
violent ways of behaving. 

Not surprisingly, the characteristics that identi- 
fy an environment that is a safe haven for children 
are the same characteristics that identify a quality 
child care environment for infants and toddlers. By 
helping parents select a child care setting that is a 
safe haven for their infants and toddlers — and by 
working to increase the supply of quality child care 
settings, especially in high-risk communities — we 
can begin to build hope, as healing continues. 

Indicators of quality 

Indicators of quality can be described in four cate- 
gories: policy and procedures, environment, care- 
givers, and program. Let us take a closer look at 
each of these indicators: 
Policies and procedures 
Whether or not infants and toddlers have been trau- 
matized by violence, they need the security of 
having a close relationship with two or three very 
special people. A child care setting that invites par- 
ent participation and listens to parents' concerns 
protects the bonds between parent and child. A 
child care setting that assigns a consistent caregiv- 
er to every child and that allows the caregiver to 
stay with the child over several years increases the 
number of special people with whom the young 
child can form a close, reliable relationship. 
The environment 

All infants and toddlers need to be in an environ- 
ment that is safe, well organized, and home-like. 
They need to have a sense of ownership in their 
setting, knowing where things belong and predict- 
ing where they are. They need to be in an environ- 
ment that is soft and homey, with appropriate toys 
within their reach. They need to know when they 
go home at night that they will come back the next 
day to the same environment where everything is 
safe and familiar. 
The caregivers 

For every infant and toddler, the most important 
person in their child care environment is their pri- 
mary caregiver. This caregiver needs to have spe- 



cialized training in early childhood development 
and a strong affinity for young children. He or she 
needs to be a good reader of infant and toddler 
cues, capable of sustaining an ongoing dialogue 
that respects the pace of each child. The caregiver 
of infants needs to know ways of comforting and 
quieting the infant who is agitated, and of engaging 
the infant who is too often "tuned out." The care- 
giver of toddlers needs to recognize when to 
encourage autonomy and when to provide the safe- 
ty and security of limits. Caregivers of all young 
children must be attuned to individual differences 
and must help each child develop a sense of com- 
petence and self worth. The love and caring of a 
consistent caregiver is a buffer, for a child who has 
been traumatized, against the impact of harsh, 
overwhelming realities. 

The daily routine 

Just as infants and toddlers need the security of a 
familiar environment and a consistent caregiver, 
they need the security and the predictability of a 
familiar routine. For very young infanis, the rou- 
tine is modulated by their own natural rhythms, 
with patterns of sleeping, eating, and playing dif- 
fering for each infant. In the toddler years, the rou- 
tine is imposed by the caregiver. Caregivers can 
help toddlers adjust to routines by introducing 
visual, musical, or word cues to signal a change in 
activity. A greeting song in the morning, a clean- 
up song that signals the end of playtime, dim lights 
and a story at nap-time, and a goodbye circle at the 
end of the day help to establish the daily routines 
that give children a sense of security. 

The philosophy 

The final criterion for a quality early care program 
is a philosophy expressed in action, and by exam- 
ple. Unquestionably, all child care center staff and 
family child care pioviders should profess a love 
for children, but a statement of love is not enough. 
In a quality program, every child and parent is val- 
ued, and the importance of caring and sharing is 
transmitted to every child. Children learn kind 
words because they hear kind words. Children 
learn to cooperate because they do not have to 
compete. Children learn to empathize because they 
have experienced empathy. Children learn to love 
and trust because they are loved and trusted. 

Lessons from the Family Development 
Program 

Those of us who work in child care settings where 
toddlers are taught "duck and cover" routines to 
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protect them against gunfire may be tempted to 
dismiss this description of a "child care safe 
haven" as unrealistic — a vision to be achieved, 
perhaps, in the next century. In fact, a child care 
program that embodied all the indicators of quality 
just described was offered to families twenty-five 
years ago, as a component of Syracuse Universi- 
ty's comprehensive Family Development Research 
Program (FDRP). In this effort, designed to influ- 
ence the permanent environment (the family and 
the home) of children born into low-education, 
low-income households, both parent contact and 
child care were essential, integrated aspects of the 
comprehensive, long-term intervention. 

At the Children's Center, FDRP's child care 
setting for infants, toddlers, and preschoolers, 
child care staff believed that the children in the 
program were capable of: 

1. learning something about anything in which 
they showed interest; 

2. learning to understand that their actions and 
choices had an impact on others; 

3. learning that cooperation and concern for the 
rights of others would ultimately allow them to 
express their own creativity, excitement, curiosity, 
and individuality more fully; 

4. learning that wonder and exploration were 
encouraged by adults; and 

5. imitating the actions of staff toward children 
and other adults. 

The Family Development Research Program is 
one of a handful of intervention programs that 
included a longitudinal follow-up study. In 1987, 
the researchers' dramatic findings captured the 
attention of The Washington Post, the lx>s Angeles 
Times, and the London Times. Ten years after their 
participation in the FDRP, children had a 6 percent 
rate of juvenile delinquency compared to a 22 per- 
cent rate for children in a control group. Not only 
was the control-group delinquency rate almost four 
times greater, but the offenses were much mere 
severe. Of the four program group children with 
probation records, three were charged with simple 
"unruiiness" and the fourth with one-time juvenile 
delinquency. In contrast, of the 12 control-group 
children with criminal records, five were chronic 
offenders. Control group children committed acts 
of burglary, robbery, physical assault, and sexual 
assault. 

When will we ever learn? 



Interventions with parents and care 
givers in the community: Lessons 
from the Child Witness to Violence 
Project 

Betsy McAlister Groves, L1CSW 



A 1991 study of patients at the Pediatric Clinic of 
Boston City Hospital, which serves an urban, high- 
risk population, revealed that 10 percent of the 
children in the sample had witnessed a knifing or 
shooting by the age of six. Parents and caregivers, 
particularly those who live in areas with high rates 
of community unrest, often feel hopeless and over- 
whelmed by the barrage of violence in their lives. 
It is also increasingly common for child care 
providers to hear stories from even the youngest 
children in their care about violence they have wit- 
nessed in their horr.es and on the streets. 

The Child Witness to Violence Project (CWVP) 
was founded in 1992 as a response to this growing 
epidemic of violence. Our mandate is to identify 
young children who have been exposed to violence 
and p r ovide intervention to the child and family in 
order to ameliorate some of the negative effects of 
such exposure. 

The key to helping children who are affected by 
violence, we have learned, is supporting the adults 
who are most important to young children — par- 
ents, child care providers, and others in the net- 
work of helpers who shape young children's lives. 
A description of our consultation with the staff of 
a child care center illustrates this model of support. 
The story of Melody shows the way in which a 
CWVP therapist worked briefly with an adolescent 
mother and daughter directly, but then concentrat- 
ed her efforts on consulting with the mother's teen 
parenting program counselor. A third vignette 
from our program is placed in the section of this 
publication that addresses assessment and treat- 
ment. 
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Consultation with the staff of a child care 
center 

Staff of a local child care center requested consul- 
tation on behalf of two boys, enrolled at the center, 
who had witnessed the murder of their mother dur- 
ing a burglary in their home. The father had also 
been injured as he attempted to intervene on behalf 
of his wife. The boys had gone to stay with the 
extended family for two weeks. The staff asked for 
help in planning for the children's return to ih? 
center: how to re-integrate the children into the 
center; how to provide appropriate therapeutic 
interventions for them; and how best to help other 
children at the center who knew about the murder. 
(Since the boys were older than three, the specific 
approaches used to help them and their classmates 
will not be discussed here, since they would not be 
developmental ly appropriate for infants and tod- 
dlers. However, our approach to understanding 
and addressing the concerns of the adult child care 
staff would be similar whatever the ages of the 
children involved.) 

Before the boys were scheduled to return to the 
center, a therapist from the Child Witness to Vio- 
lence Project met twice with center staff. The first 
meeting, which occurred several days after the 
murder, served as a time to debrief and to formu- 
late specific questions that would be addressed in 
the next session. 

In the first meeting, the staff talked about loss. 
Caregivers expressed great sadness and vocalized 
their anger. The staff told the therapist that this was 
a family with a long history of trauma, which 
included the loss of many family members in Cam- 
bodia, the escape of the immediate family from the 
country, and several years in refugee. camps. That 
this mother had met such a brutal, senseless, and 
unjustifiable death in this country seemed unthink- 
able to the child care staff. This family had no pos- 
sessions — one of the caregivers had visited the 
home recently and described it as bare of fun.itrre 
and toys. This staff member said, "Why would 
anyone want to rob this family? They had noth- 
ing." 

This same staff member had gone to the moth- 
er's funeral. She described the Buddhist funeral 
customs in detail. The staff decided they wanted 
some more information about Buddhist beliefs 
concerning death and an afterlife, as well as 
mourning practices. The staff discussed the horror 
of the manner of the mother's death. One caregiv- 
er summed up the group's mood when she said, "I 



cannot hear to think about it. How am I supposed 
to help these children when I can't even think 
about it myself?" 

One by one, as they struggled to cope with their 
sadness, the staff contributed their memories of the 
mother and the family. At the end of this first 
meeting, the group drew up a list of specific ques- 
tions to discuss at the next meeting: 

1. What exactly happened? What were the details 
of the tragedy? What did the boys see? (The teach- 
ers decided it was important to know the details so 
that they could answer questions or correct misper- 
ceptionsthe children might have.) 

2. What behavior/emotional state could be expect- 
ed from the children who witnessed the murder? 
How could the center best provide therapeutic sup- 
port for these children? 

3. How should the issue be addressed with other 
children at the center? 

4. How would the staff manage their feelings of 
horror and grief? 

At the next meeting, we addressed these ques- 
tions. By talking to the police, the CWVP consul- 
tant was able to obtain more specific information 
about the murder, including a description of how 
the mother died, where the children were at the 
time of her death, and what happened when the 
police arrived at the scene. 

The consultant used her knowledge of the 
symptoms of post-traumatic stress disorder in chil- 
dren to predict some of the behaviors the children 
would show. She predicted that the children might 
have difficulty focusing on tasks, might show 
increased need for closeness and comfort from 
caregivers, and might be more anxious at times of 
transition between daily routines. They might be 
hypcrvigilant and have exaggerated fears and anx- 
ieties. 

The staff decided to tell the older children at the 
center who were classmates of the two boys what 
had happened. Giving an explanation to the older 
children communicated an important message: it 
was ok to talk about scary events: it was ok to talk 
about death. Even for the younger children without 
expressive language, staff was reminded of the 
importance of calming them by verbal acknowl- 
edgment of their experiences and emotional reac- 
tions. 

Discussion 

A critical aspect of helping young children who 
witness severe violence is maximizing the poten- 
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tial of the environment to support the children. A 
caregiving context that supports the children in 
dealing with the enormity of loss and horror helps 
the children's recovery. 

In this consultation, the CWVP therapist 
strengthened child care providers' capacities to 
respond effectively to two traumatized young chil- 
dren. The first meeting gave child care center staff 
permission to face their own horror and grief about 
the situation without having to consider the chil- 
dren's needs. They gained some measure of con- 
trol over their feelings and could then be better pre- 
pared to talk to the children. For the second meet- 
ing, the CWVP therapist gave practical informa- 
tion and helped the staff formulate a specific strat- 
egy for working with this issue in the center. Par- 
ticular attention was paid to the developmental 
needs of children at the center who were pre- 
school age and younger. Staff reported that this 
attention to planning helped alleviate their anxiety 
about the children's return to the center. 

Melody 

Melody, the two-year-old daughter of a 17-year- 
old mother, was referred to the CWVP by the out- 
reach counselor of a teen parenting program. This 
counselor had worked with the family for a year 
and a half prior to the referral, which was made 
because Melody had witnessed the assault and rape 
of her mother by her father. The rape was brutal 
and terrifying, occurring in the family's three- 
room apartment over a six -hour period. It ended 
when the police broke into the apartment and 
caught the rapist as he was leaving on the fire 
escape. 

A therapist from CWVP met with the mother 
and Melody five days after the incident. In the ses- 
sion, the mother described Melody as being with- 
drawn, "afraid of everything." She contrasted this 
behavior with Melody's normally outgoing, happy, 
and engaging disposition. The first day after the 
event. Melody was afraid of "big men." By the 
4 hird day, her fears were more global: she was 
afraid of loud noises, of trucks, of balloons; she 
whimpered when she was near the window leading 
to the fire escape of the apartment; she was not 
sleeping well. She was unable to separate from her 
mother. The mother was worried about how much 
Melody would be able to remember of the event, 
and whether this would cause problems for her 
later in life. While being worried about her daugh- 
ter, the mother also expressed frustration that 
Melody was so needy of attention. 



The therapist described Melody as watchful, 
wary, and constricted during this session. She was 
unable to separate from her mother; she engaged in 
little spontaneous play. The mother gave a very 
brief description of the incident, to which Melody 
responded, "Daddy has a monster." The mother 
said this was a reference to an incident that had 
occurred six months earlier. The father had put on 
a Halloween mask that severely frightened 
Melody; mother reported that Melody had made 
occasional spontaneous references to this mask for 
the past six months. As the mother was giving a 
brief description of the assault. Melody reached for 
two small dolls. She placed one doll on lop of the 
other; the top doll repeatedly struck the other. She 
said, "Daddy hit Mommy and was biting her." She 
then threw both dolls down and moved to another 
activity. That was her only direct comment about 
the assault. The therapist also noted a heightened 
startle response in the office. 

The second session was with the mother alone. 
The therapist discussed how Melody's symptoms 
were a normal response to a terrifying event. The 
therapist stressed the importance of reassuring 
Melody that this would not happen again and that 
she and her mother were now safe. The therapist 
acknowledged that it was difficult for the mother to 
try to be emotionally available for her daughter 
while she was struggling with her own shock and 
horror at the event. It was decided that the mother 
would meet more frequently with her counselor 
from the teen parenting program, and that the 
counselor would actively support her through the 
court process. The CWVP therapist would be 
available as a resource for Melody and for the 
mother in relation to her concerns for her child. 
The therapist also obtained permission to consult 
with the teen counselor regularly about the family. 

A follow-up session was held three weeks after 
the event. The mother reported that Melody was 
much improved. She was sleeping normally; she 
was less fearful; she was a more spontaneous and 
happy two-year-old. In the CWVP office, she 
played and used markers, making no reference to 
the previous visit. The mother said that she did not 
want to bring Melody in again but did wish to con- 
tinue her work with the teen counselor. She also 
told the therapist that she had made arrangements 
to return to school. She said that she was deter- 
mined to get on with her life and not allow this 
event to interfere with her goals. The therapist 
predicted that there might be times of stress in the 
future, especially when the case went to court. She 



offered to be available at any time the mother 
wanted to call or cotrte in. 

Discussion 

In this case, the therapist decided to make maxi- 
mum use of the already existing therapeutic rela- 
tionship between the mother and the teen coun- 
selor. Therefore, the primary intervention was net 
directly with the mother, but with the counselor, 
both to help her manage her own intense feelings 
of horror, and to give her information about post- 
traumatic stress reactions in young children. 

The counselor had been involved with the fam- 
ily since Melody's birth and was deeply affected 
by the brutality of the assault and rape. The coun- 
selor was encouraged to talk about her feelings of 
helplessness and guilt that somehow she had failed 
to protect this young mother and her child. The 
counselor explored her wish to withdraw from see- 
ing the mother as a way to avoid the horror of the 
situation. Nevertheless, once she recognized and 
acknowledged these intense reactions to the situa- 
tion, the counselor was able to plan a number of 
concrete steps to help the mother negotiate the 
legal process and court procedures. She also 
helped the mother to work out a schedule of relief 
care for Melody so that she could have some time 
to herself. Both the counselor and the mother 
began to feel more in control of the situation. 

The prognosis for this child and mother is hope- 
ful. This young mother was highly attuned to her 
daughter's needs, reactions, and behaviors. Her 
descriptions of her daughter were rich with 
nuances of mood and affect. It is also significant 
that this mother is able to be forward-looking, with 
a strong sense that there is a future for her. She sees 
that she can be an agent of change and that she has 
the ability to direct her life. She can plan ahead and 
envision a future for achievement and happiness 
both for herself and her daughter. 



Child Development and Community 
Policing: 

A Partnership between Police and 
Mental Health Professionals 

Steven Marans, Ph.D. 



In response to the increasing rates of children's 
exposure to community violence, the Yale Child 
Study Center and the New Haven Department of 
Police Service have developed a program that pro- 
vides: 

• seminars for police officers on child develop- 
ment and human functioning; 

• clinical fellowships for supervisory officers; 

• a 24-hour consultation service for children and 
families who have witnessed violence; and 

• a weekly case conference for police and mental 
health professionals. 

The program on Child Development and Com- 
munity Policing (CD-CP) has altered the ways in 
which police and mental health professionals coor- 
dinate and deliver services to children and families 
exposed to violence. 

In the first year of operation, the program has 
trained all 450 members of the New Haven Depart- 
ment of Police Service in the use of the Consulta- 
tion Service and 150 officers in the seminars on 
child development and human functioning. Four- 
teen supervisory sergeants and the assistant chief 
of police have completed the Fellowship and con- 
tinue to meet once a week with Child Study Center 
faculty in Case Conferences. In the first 18 months 
of the Consultation Service, over 300 children 
have been referred by officers in the field. The 
children we have seen have ranged in age from 2 to 
17 years. Initial clinical contact has occurred from 
within minutes of a violent event to several days 
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after. The children have been exposed to murders, 
stabbings, beatings, maiming by fire, death by 
drowning, and gunfire. They have been seen indi- 
vidually and as part of larger groups in their 
homes, at police substations, and at the Child 
Study Center. 

Phase development, trauma, and princi- 
ples of intervention 

In our work with referrals from the CD-CP Con- 
sultation Service, we have been especially 
impressed by the extent to which the children 
describe the violent events they have witnessed in 
terms of the developmental phase-specific anxi- 
eties that are aroused. As we listen to the unfolding 
stories of children exposed to violence, we are able 
to see more clearly what constitutes the specific 
dangers that overwhelm the individual child. We 
also become able to understand what aspects and 
meanings of a violent event children experience as 
exceptional, overwhelming and therefore "trauma- 
tizing." All too often, adults make assumptions 
about the nature of a child's traumatization on the 
basis of the "facts 1 ' about the violence that has been 
witnessed. These assumptions may have very little 
to do with the child's experience of the event or the 
meaning that is attributed by the child in its after- 
math. 

We have found, in addition, that some adults 
pay little attention to learning about an individual 
child in order to begin to appreciate what an expe- 
rience of violence might be for this child in the 
context of his or her life — and therefore, what 
interventions might be most useful. Greater aware- 
ness of the specificity of individual children's con- 
cerns, and the ways in which these concerns define 
traumatization, has direct implications for the clin- 
ical work with the child and his or her family. 
Such awareness should also inform immediate and 
follow-up strategies for intervening in the commu- 
nity and with those institutions involved in the 
lives of children and their families. 

In all of our work with children who have been 
victims of violence or witnesses to it, we have 
found that it is of crucial importance to help them 
acknowledge and tolerate, within their develop- 
mental capacity to do so, certain realities: 

1. The children were not in control. 

2. The children could not predict, anticipate and 
plan. 

3. The children were at risk of danger to their own 
bodies, or at risk of seeing damage to another's 
body, or at risk even of death. 



Guidelines for response 

An incident that occurred several months ago put 
the principles and training of the program on Child 
Development and Community Policing to the test. 
At mid-day, shots rang out. A school bus carrying 
eight kindergartners was caught in an exchange of 
gunfire between rival drug dealers. The bus was 
hit; one six-year-old was boy was shot in the head. 
The bus went immediately to a nearby middle 
school, where the children were met by police offi- 
cers and emergency medical personnel. Officers 
trained in the CD-CP program were the first to 
greet the children. They contacted members of the 
Yale Consultation Service, who joined them at the 
school. The wounded boy was taken to the hospi- 
tal. (He survived surgery, suffering some neuro- 
logical impairment for which he continues to 
receive rehabilitative services.) Meanwhile, the 
police officers took the other children into the 
middle school; the officers began immediately to 
coordinate efforts to get the parents of each child to 
the school. 

The steps that followed this immediate 
response, planned and executed collaboratively by 
CD-CP police officers and clinicians, took into 
account the nature of the incident, the ages of the 
children who witnessed the violence, their rela- 
tionships to each other, and the specific worries of 
individual children, which were, as we have 
observed, closely linked to their stage of cognitive 
and emotional development.* 

While some of the specific techniques used with 
children, parents, and teachers in the school bus 
incident would be different if infants and toddlers, 
rather than kindergartners, had been involved, the 
general principles that guided the immediate CD- 
CP response would be the same. These are: 

1. Protect child witnesses from the excitement that 
follows an incident of violence — camera crews 
arriving, multiple police personnel, onlookers. 

2. Reunite children with parents immediately. 



'For example, a fivc-and-onc-half-ycar-old girl, who had been 
silling across the aisle from the classmate who was shot, exhib- 
ited persistent symptoms. Over many sessions with a CD-CP 
therapist, she revealed a 'secret." Because she had been leasing 
and poking ihc boy who had been shot, she thought the bullet 
had really been meant for her, as a punishment. She thought that 
she might also deserve punishment for teasing her baby brother 
and. in fact, often wishing that he was no longer around. These 
"secrets" illustrate a sense of magical control not inappropriate 
for a five-year-old. Once the girl was able to share her worry 
and guilt, the therapist could help her sec that she was not 
responsible for the scary events. The child's symptoms were 
dramatically reduced and finally resolved. 
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Parents are the surest source of comfort for a 
young child. 

3. Do not interview child witnesses at this time. 
(Before CD-CP training, such interviews would 
have been part of standard police investigation of a 
violent event. Police officers now recognize that 
any information from young children about such 
an event is not likely to be immediately necessary, 
and that interviewing by police is likely only to re- 
traumatize the children, who need most of all to be 
with their parents.) 

4. Call in the clinicians. (In the school bus inci- 
dent, the CD-CP clinicians arrived on the scene 
within 10 minutes of the shooting.) 

5. Coordinate the efforts of trained police officers 
and clinicians. For example, police officers who 
are first at the scene brief clinicians and introduce 
them to other authorities who may be present. In 
this way, the clinicians can begin to work with the 
child or children in an age-appropriate manner, as 
police officers concentrate on reuniting children 
with parents or other close family members. 

6. See each parent or primary caregiver, provide a 
telephone number to call at any time with ques- 
tions regarding the child's experience, and ask for 
permission to make contact for a follow-up assess- 
ment. 

7. Coordinate and carry out appropriate responses 
in the broader community. Depending on the 
nature of the violent event, police officers and clin- 
icians might be involved in: 

• briefing groups of parents, neighbors, child care 
personnel, etc., giving both factual information and 
consultation about how to respond to children; 

• making additional clinical services available; 

• reducing the intrusiveness of the media; 

• analyzing and influencing community responses 
(In the school bus shooting, for example, CD-CP 
officers and clinicians argued successfully that 
while making some adults feel less helpless, a plan 
to use squad cars to escort school buses the day 
after the shooting would only exacerbate chil- 
dren's concerns about safety.) 

These guidelines permit an effective, sensitive 
response to violence that is grounded on a sophis- 
ticated understanding of both child development 
and the expectable complexity of adult expressions 
of rage and feelings of helplessness. The Child 
Development - Community Policing Program 
enables police officers to perform — and to be per- 
ceived in the community — as sources of benign 



authority, safety, and concern for the well-being of 
children and families affected by violence. 
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The examples from the Child Witness to Vio- 
lence Project and the Child Development and 
Community Policing Program provide cogent 
examples of how frightening the realities of vio- 
lence can be, even to adult caregivers and profes- 
sionals. Overwhelmed by our own personal horror 
and outrage, we may feel paralyzed and hopeless, 
or we may leap too quickly to seeing broad social 
objectives as the "only" effective responses to vio- 
lence. 

Clinicians and child development experts do 
have much to contribute in considering and advo- 
cating for measures that will address the variety of 
ills that find a common behavioral expression in 
violence « the multiple sources of individual char- 
acter problems and the effects of sub-standard 
housing, unemployment, and multi-generational 
poverty, which undermine development and func- 
tioning. 

But it is equally important for clinicians and 
child development experts to use their specific 
expertise to help children and families directly, and 
to collaborate in community-based interventions. 
When caregivers and clinicians take the time to 
attend and listen, to learn about the specific mean- 
ings of a violent event from a child and his or her 
family, they offer a great deal. When mental 
health clinicians and child development experts 
pool their knowledge and skill with police officers, 
child care providers and other colleagues, their 
impact goes far beyond the consulting room. 

The next two sections of this report address 
both avenues for action: assessment and treatment 
approaches to help individual young children cope 
with the effects of violence, and nationwide action 
to prevent violence. 
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Antonia: ' You are crazy. You are dead. " 

Antonia's father suffers from post-traumatic 
stress disorder as a result of the torture he 
experienced as a political prisoner in his coun- 
try of origin. Several times a week, he yells at 
his wife, accusing her of being a bad woman, 
of not loving him, and of being unfaithful. He 
then forces her to leave the house, sometimes 
in her nightgown, and demands that she knock 
at the door, pleading to be allowed back in. 
Antonia, 30 months old, shows no overt dis- 
tress as she watches this scenario being 
played out again and again. 

One night, Antonia's mother refuses to go 
along with this script. She does not ask to be 
allowed back in the house but instead, in 
despair, she buys rat poison, ingests it, and 
cuts her wrists while sitting on a park bench. A 
passing policeman finds her and rushes her to 
the hospital. There. Antonia's mother recovers 
and is under psychiatric observation for one 
week before being discharged. 

On her return home, Antonia's mother dis- 
covers that Antonia has been told by the father 
of the suicide attempt and subsequent rescue, 
and the child re-enacts the parents' fight and its 
sequelae again and again. Looking fixedly at 
her mother, she says: "You are crazy. You 
killed yourself. You are dead. " She hits her 
mother and on one occasion she tries to attack 
her with a kitchen knife. 

Within a few weeks, another marital fight cul- 
minates in the police being called and hand- 
cuffing the father, who is out of control, while 
Antonia screams in a panic. After this episode, 
Antonia's mother decides to leave her husband. 
Mother and child move to a communal home 
for women in crisis, but Antonia continues to 
see her father during weekends. The father 
begins psychiatric treatment and is reported to 
be very compliant with treatment 

In the weeks following these events, Antonia 
develops multiple fears. She is terrified of the 
police. She stands still, listening intently, then 
asks: "Is that the police?" or "Is that a mon- 
ster?" She stamps violently on the floor, yelling, 
"I kill the police!" again and again. She insists 
that there are scary spiders crawling on the 
wall, although there are none. At night she 
insists on sleeping in her mother's bed with her 
mother's arms around her. She is terrified of 
separations, clinging to her mother and crying 
loudly for a long time when she is dropped off 
at preschool. She refuses to let her out of her 
sight when they are at home. This fear of sepa- 



ration continues to be intermingled with violent 
outbursts in which Antonia hits her mother, 
pushes her away, and tells her that she is 
crazy because she "killed herself. " 

Treatment consists of play sessions between 
the child and the therapist in the mother's pres- 
ence. Antonia seems to know right away what 
she needs to do in order to come to grips with 
her fears. In session after session, she plays 
out the different scenarios that frighten her. For 
example, she takes the mother doll, looks at 
the therapist, and says: "She killed hersei," 
while lifting the doll high in the air and thon 
dropping her to the floor. She then scribbles 
with a crayon on a piece of paper, which she 
gives to her mother, saying: 'This is a picture to 
show you that I love you very much. " This 
sequence illustrates Antonia's fear of losing her 
mother and her efforts to keep her alive 
through her love. 

In another session, Antonia's ambivalent love 
for her father is shown clearly when the doll 
representing the child clings to the father doll, 
not wanting to say good-bye to him, but then 
refuses to go home with him "because a wolf 
lives there. If I don't go, the police don't come. " 
Antonia is saying that she is afraid of her 
father's wild side and that she wants to protect 
herself from it. Her fear and anger towards the 
police (whom she probably perceives as having 
hurt her father) is dramatically represented in 
Antonia's play. In every session, she jumps on 
the floor in a frenzy, while repeating: "I hate the 
police. I kill the police." It is likely that for Anto- 
nia the police represent everything bad that has 
befallen her family. 

Antonia's ability to use play to express and 
explore her most difficult feelings, together with 
her mother's and therapist's acceptance and 
support, enabled this young child to move 
beyond her separation anxiety and her aggres- 
sive outbursts towards her mother, and to 
regain the playfulness that characterized her 
behavior before the traumatic events she expe- 
rienced. However, scars remained: she was 
more vigilant than most children her age to the 
meaning of unfamiliar noises and unexpected 
changes in routine, and she was more alert 
than most children to signs that her mother 
might not be feeling v/ell. While these behaviors 
did not interfere with Antonia's overall progress, 
they serve to remind us that the effects of 
painful events cannot be erased, and that pre- 
vention is far preferable to having to attempt a 
cure. Alicia F. Ueberman, Ph.D. 
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THE ASSESSMENT AND TREATMENT OF INFANTS 
AND TODDLERS 
EXPOSED TO VIOLENCE 

Charles H. Zeanah, M.D. 



T 

I he current epidemic of violence in America 
has not spared infants. As clinicians in treatment 
settings begin to understand the enormity of the 
problem (Osofsky, 1993), we must address the 
complex and multi-determined effects of violence 
on infant safety, development, and symptomatol- 
ogy. We know far too little about the experience of 
violence in infancy — about the scope of the prob- 
lem, about the symptoms and disorders associated 
with it. and about the assessment and treatment of 
young children who have witnessed or become 
victims of violence. Nevertheless, despite our lack 
of knowledge, we as infant mental health clini- 
cians will be called upon with increasing frequen- 
cy to assess and treat very young children who 
have been exposed to violence. We hope that the 
following review of the symptoms and disorders 
that have been or might be associated with young 
children's exposure to violence, assessment and 
referral issues, and promising treatment approach- 
es will offer beginning guidance to infant mental 
health clinicians and suggest areas for further 
research. 

Symptoms, disorders, and short-term 
sequelae associated with violence: Post- 
traumatic stress symptoms and disorder 

Even at this early phase of accumulating knowl- 
edge, we are finding clear associations between 
children's exposure to violence and post-traumatic 
symptoms and disorders. There are, of course, 
important developmental questions to be answered 
about when infants are capable of developing post- 
traumatic symptoms. Drell et al. (1993) have 



asserted that infants are capable of remembering 
events, including traumatic ones, from the first few 
months of life, in support of this assertion. Terr 
(1990) has described several examples of older 
children and adults who indicate various manifes- 
tations of post-traumatic symptomatology, even 
when the trauma occurred in the first year of life. 

A consensus appears to be emerging about the 
nature of symptomatology associated with post- 
traumatic phenomena in children (Pynoos, 1990; 
Terr, 1990; American Psychiatric Association, in 
press). Central features are symptom clusters 
which include: 

• re-experiencing the traumatic event — in infants 
and toddlers this occurs most often in the form of 
nightmares or in play that includes reference to the 
trauma; 

• avoidance — because of their limited motor 
control, infants rarely exhibit this symptom; one 
might see, however, an infant who has been abused 
by a man with a beard averting his o; her gaze 
from all men with beards and generalizing this 
fearful response to other situations; 

• numbing of responsiveness — infants and tod- 
dlers become emotionally subdued, socially with- 
drawn, and/or more constricted in their play; and 

• increased arousal — in infants and toddlers, this 
involves hypervigilance, exaggerated startle 
responses, or night terrors, in which a child 
remains asleep but behaves as if terrified. 

These types of symptoms have been noted in 
both children and adults, and a number of them 
have been mentioned in case reports of young chil- 
dren traumatized by their exposure to violence 
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(Bergen, 1958; Pruett, 1979: Terr, 1990: Zeanah & 
Burk, 1984). 

In a case reported by Zeanah & Burk (1984), a 
three-year-old girl who witnessed her father stran- 
gle her mother to death and then take the mother's 
body to a dumpster in the rear of the apartment 
building developed a variety of post-traumatic 
symptoms in the weeks following the event. She 
played out a scene with her foster family in which 
she feigned choking her foster sister and then col- 
lapsed on the floor screaming, "Pm dying! I'm 
dying! Call the doctor!" She also was fearful, 
clingy, and experienced nightmares and night ter- 
rors. 

Terr (1988^ has suggested that children who 
experience trauma before they are 28 months old 
are less likely than older children to have "full ver- 
bal recollection" (p. 103). Sugar (1992), however, 
has reported two cases of younger children who 
exhibited post-traumatic symptoms. A 26-month- 
old girl had been involved in a plane crash at age 
16 months. Her family reported that she began to 
describe aspects of the crash immediately after the 
event. When she was seen for psychological eval- 
uation ten months later, she described and enacted 
various aspects of the crash in her first session with 
the therapist. She also had startle reactions, hyper- 
vigilance, and hypersensitivity to sounds that 



reminded her of the trauma. Similarly, a 27-month- 
old boy who had been in an automobile accident 
three months earlier was referred for treatment 
because of "repetitive, emotionally-laden and inap- 
propriate conversation about the accident" (Sugar, 
p. 248). The boy played and described his traumat- 
ic experience vividly during the evaluation. 

Young children who have been physically and 
sexually abused also have been noted to develop 
post-traumatic symptoms, although in many of 
these cases the trauma may not have been a dis- 
crete event, but rather a series of events or an 
enduring circumstance. This distinction may be 
powerfully related to the clinical picture that 
develops in the child, although, at this point, many 
questions remain about how to describe the effects 
of a single, discrete event versus an enduring cir- 
cumstance or repetitive traumatic events. 

Data about the long-term adaptation of young 
children exposed to violence are quite limited. 
Terr (1990) has suggested that effects are likely to 
be far-reaching. Pruett (1979) reported a case of 
two children who witnessed their father shoot their 
mother and then himself. Pruett found more seri- 
ous acute symptomatology and more long-term 
effects in the brother, who was 43 months at the 
time of the shooting, than in the sister, who was 27 
months at the time of the shooting. This case rais- 



The \V family: LocKea in a cycle ot reen- 
actment 

The W family were referred to the Child Wit- 
ness to Violence Project (CWVP) at Boston 
City Hospital by the hospital's Failure to Thrive 
Team, who in the course of treating one child 
became aware that the children had witnessed 
repeated violence between their mother and 
their father. At the time of the referral, Mr. W 
was out of the home; Mrs. W was resolved that 
this arrangement would be permanent. Mrs. W 
was 26. The children were Peter, age 6; Lanie. 
age 5; Jessica, age 3; and Tommy, age 2. The 
domestic violence, we were told, had begun 
with the birth of Lanie and had been quite 
severe at times. 

Evaluation 

The two boys were the most obviously sympto- 
matic children in the family. Peter, who was 
one year old when the violence began, was 
now, at age six, aggressive, impulsive, and 



performing poorly in school. His teacher 
described him as a child who was always tired, 
unfocused, and unable to complete academic 
tasks. In the first interview with the therapist, 
Peter related a series of mishaps: "A rat bit me. 
My cat died. He got run over by a car. " Peter 
was afraid that Freddie Krueger (a character 
from a horror film) lived in his closet. He wor- 
ried constantly about impending disasters. As 
his mother related incidents of abuse at the 
hands of her husband, Peter moved over to her 
and said, "Don't worry, Mom. I won't let anyone 
beat you up." 

Tommy, age two, had been diagnosed as 
Failure to Thrive. His apparent response to the 
chaos of the environment was to withdraw. He 
was listless, showing little spontaneous curiosi- 
ty about his surroundings. 

Mrs. W appeared to be significantly 
depressed, disengaged, and unable to create 
any structure or routine for the children in the 
home. She reported that the children all had 
sleep difficulties. They slept in different beds 
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each night. This pattern reflected both the 
chaos at home and the children's chronic fears 
that something would happen to them in their 
beds. It was hard for Mrs W to describe her 
children clearly in a way that would distinguish 
one from the other. When the CWVP therapist 
made a home visit as part of the evaluation, 
she described a dark, overcrowded apartment 
with few books, toys, or play materials avail- 
able. The therapist noted that the mother had 
little energy and was under-reactive with her 
children. 

Mrs. W told the therapist about her own his- 
tory of trauma. When she was 12 years old, 
she witnessed her uncle shoot her aunt and 
then turn the gun on himself. She dates her 
failure in school from that time. As a young 
adult, Mrs. W began to drink and continues to 
drink episodically. 

In the course of the evaluation, Mrs. W told 
the therapist that on weekends she frequently 
watches horror or "slasher" videos. She said 
that she felt drawn to these movies, but also 
terrified by them. Because she is too frightened 
to watch the videos alone, she gathers her chil- 
dren together to watch them with her. As Mrs. 
W talked about this experience, it became clear 
that she was reenacting her own childhood 
trauma, in a vain attempt to master the over- 
whelming fears she had lived with. Unfortunate- 
ly, she was so desensitized that she was 
unaware of the effect of watching the films on 
the children, especially Peter and Lanie, the 
older two, who were terrified. As Mrs. W talked 
about watching the horror videos, it seemed as 
if she and her children were the same — all 
locked in a cycle of reenactment. Ironically, this 
activity was the only example she gave of 
closeness with her children. 

intervention 

The therapist's first intervention was to talk to 
Mrs. W about why her children were so fright- 
ened and why they were not sleeping. Thus 
began a sensitive discussion about young chil- 
dren's inability to distinguish fantasy from reali- 
ty. Material in the movies seemed real to them, 
and was, therefore, very scary. The therapist 
helped Mrs. W plan some different routines for 
bedtime and stressed the importance of stabili- 
ty and predictability at bedtime. The Failure to 
Thrive Team remained involved, with both pedi- 
atric intervention and nutritional counseling. 

The CWVP therapist supported Mrs. W's 
resolve to end her relationship with her hus- 



band, but also acknowledged her fear of being 
alone. Initially, Mrs. Wsaw herself as a victim, 
helpless to effect any change in her environ- 
ment. Gradually, the therapist helped her initi- 
ate plans for school and day care for her chil- 
dren. Mrs. W was able to secure special ser- 
vices for Peter. This accomplishment helped 
her begin to see that she could make positive 
things happen and could advocate successfully 
for her children. 

Discussion 

Peter, at age six, revealed the effects of having 
been the helpless bystander to his mother's 
chronic abuse for the last five years. His protec- 
tive stance toward his mother in the evaluation 
interview sounds gallant but also reveals the 
impossible psychological choice he must make. 
He can either remain helpless and paralyzed 
with fear, or identify with the aggressor and 
begin to engage in violent behavior himself. For 
him, it may be better to harm than be harmed. 
He gives us a clue about his choice when he 
reassures his mother that she will not be hurt 
again. We wonder if Peter will become the bat- 
terer of tomorrow. 

The first longer-term therapeutic challenge 
with this family involves addressing the history 
of trauma in Mrs. W's life and helping her to 
acknowledge and integrate her own previous 
experience as a witness to violence. It is sober- 
ing to realize that at least some of Mrs. W's 
own failures at parenting are directly linked to 
her history as a child witness to violence — a 
child who, at age 12, was presumably psycho- 
logically better able to cope with the experience 
than the infants and toddlers who are the focus 
of this publication. 

The second, and related, challenge is to help 
Mrs. W become able to differentiate her own 
needs and responses from those of her chil- 
dren. We hope that she will be able to see her 
children as four individuals, each at a different 
stage of growth, and each with different needs 
and abilities. 

Work with the W family reminds us of the 
importance of conceptualizing an intervention 
that addresses the parents' history of trauma. 
This intervention stresses a dual approach for 
the family: concrete work to stabilize the envi- 
ronment combined with laying the groundwork 
for longer-term psychotherapeutic work with the 
mother. 

Betsy McAlister Groves, LICSW 
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es a number of questions about factors that may 
contribute to the outcome of a young child's expe- 
rience of violence: gender, age at exposure, com- 
prehension of danger, developmental status and 
functioning before exposure to violence, and avail- 
able support after the event. 

Most clinicians seem to agree that the nature of 
supports available to the child in the post-traumat- 
ic environment is likely to be crucial for facilitat- 
ing adaptation (Pruett, 1979; Zcanah & Burk, 
1984; Drell, Siegcl & Gaensbaucr, 1993; Pynoos 
& Eth, 1985). Terr (1990), however, has empha- 
sized that no treatments have demonstrated effica- 
cy, and many symptoms seem particularly recalci- 
trant. 

Other clinical patterns associated with 
exposure to violence 

Other patterns of symptoms, beyond post-tr. nat- 
ic stress disorder, arc likely to be manifest in 
infants exposed to violence. Other disorders 
involving anxiety, depression, or disruptive behav- 
iors (including extremely aggressive behavior) 
may develop. Some investigators have reported 
unusual symptom pictures — for example, toddlers 
living in violent families who developed incoher- 
ent aggressive outbursts and who told stories full 
of themes of indiscriminate aggression and vio- 
lence (Osofsky, 1993; Osofsky, Hubbs-Tait, Eber- 
hart-Wright, Culp & Ware, 1992). 

In studying the effects of abuse and neglect on 
infants, Gaensbaucr & Mra/.ek (1981) described 
four clinical patterns: 

1. a develop mentally and affectively retarded 
group, who were socially and affectively muted 
and dull; 

2. a depressed group, who were sad and sensitive 
to rejection; 

3. an ambivalent group, who had rapid shifts of 
emotions: and 

4. an angry group, who were characterized by 
emotional intensity and low frustration tolerance, 
in addition to extremes of anger. 

George and Main (1979) found that toddlers 
who had been abused interacted more aggressively 
with caregivers and with peers. These toddlers also 
reacted aggressively, rather than sympathetically, 
to other children's distress (Main & George, 
1985). At one child care center, for example, 22- 
month-old Merced was dropped off by his mother 
and began to cry loudly as she left. Several chil- 
dren within earshot turned to look at Merced, but 



28-month-old Devon (who had himself been beat- 
en with a belt buckle and had witnessed his moth- 
er being stabbed, and then held for three hours at 
knifepoint by her boyfriend) ran over to Merced 
and smacked him in the head, screaming, "No! 
No!" 

Developmental compromises 

Clinicians who arc called upon to work with 
infants and toddlers who have been exposed to vio- 
lence must always keep developmental issues in 
mind. The pace of development in the first three 
years of life is so rapid, and the interrelationships 
among donriins of development so complex, that a 
young child's experience of violence may rever- 
berate, affecting the child's ability to handle 
expectable developmental challenges. 

Drell and his colleagues (1993) have speculated 
about a number of possible developmental com- 
promises. One scenario, they suggest, might begin 
with a young child's reduction in overall activity 
and engagement with the world as a response to the 
sensory overload produced by a terrifying experi- 
ence or series of experiences. Just as an adult's 
coping mechanisms may be useful in dealing with 
the crisis of violence but may interfere with good 
parenting (sec the section on parenting, above), a 
young child's mechanisms for coping with expo- 
sure to violence may interfere with the child's pri- 
mary developmental task — learning. In order to 
interrupt such a cycle, which may contribute to the 
child's development of a negative self-concept, 
parents, caregivers, and clinicians should be alert 
to signs of: 

• selective inattention — that is, a restriction on 
the amount of information that the child attends to 
in the external world; 

• increasing cognitive rigidity — that is, limita- 
tions on how much complex information about the 
environment the child processes; 

• reduced mastery motivation — that is, a lack of 
curiosity and pleasure in exploring the physical 
world of objects. 

When we consider the possible effects on devel- 
opment of spending the earliest years of life in a 
violent environment, mental health clinicians are 
concerned about the same issues that worry parents 
and the general public the most — what are these 
infants and toddlers learning about human relation- 
ships? Fifty years of research (stimulated in part by 
the observations of young children's varying expe- 
riences of danger and separation from parents in 
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World War II) have taught us that children devel- 
op the sense of basic trust and security that allows 
them to feel free to explore and master the world 
through their daily experiences with parents and 
other important caregivers. When parents — them- 
selves anxious, fearful, depressed, or numbed by 
the stress of living in a violent environment — 
behave unpredictably, young children tend to show 
patterns of disorganization in their own behavior. 
Infants and toddlers who are at an age usually char- 
acterized by eager exploration of the world ("refu- 
eled" by comfort and reassurance from adults) 
tend, in violent environments, to show fear, confu- 
sion, and inappropriate emotional responses to dis- 
tress. 

As the vignettes that appear in this section sug- 
gest, the distortions that occur in the relationships 
of infants and toddlers who are exposed to violence 
may represent the most damaging and far-reaching 
effects of their experience. 

Assessment and referral to mental health 
treatment 

Many infants and toddlers are victims of violence 
or witnesses to it. Yet few infants and toddlers are 
brought to mental health professionals for assess- 
ment of their emotional well-being or for treatment 
of their psychological symptoms. Several factors 
may account for this unfortunate discrepancy: 

1. The caregivers of young children who have 
experienced violence have often themselves been 
traumatized or are grief-stricken by the violent 
events. As a result, they may be too preoccupied 
with their own issues to read and respond to the 
needs of the young children in their care. Indeed, 
recognizing and attending to infants* distress may 
be difficult for adults precisely because it requires 
lacing painful memories or realities. One manifes- 
tation of the psychic numbing and avoidance that 
are commonly noted in traumatized adults may be 
an insensitivity to symptoms in a young child, 
which serve as inadvertent reminders of exactly 
what the adult wishes to forget. Unfortunately, in 
violent environments this pattern may affect those 
family members and caregivers who are closest to 
the child and ordinarily would be the ones to seek 
professional help on the child's behalf. 

2. Whenever a painful experience occurs, many 
people will encourage "forgetting" the experience. 
Family members and friends who do not wish to 
see their loved ones distressed may attempt to sti- 
fle any remembrance of what has occurred. 
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Groves and her colleagues at the Child Witness to 
Violence Project report that adults often say that 
young children who have been exposed to violence 
do not need treatment because they will not 
remember what happened — they are too young, 
they will forget. According to Schetky (1978), 
even many well-meaning professionals believe it is 
unwise to have children who have been trauma- 
tized talk about their experience because it might 
be "upsetting" for them. 

3, When young children do experience unmistak- 
able symptoms after witnessing or experiencing 
violence, their caregivers may decide that the 
symptoms are "natural" given what the child has 
experienced. In a sense, of course these caregivers 
are correct. But to ensure that a young child's "nat- 
ural" reaction to trauma does not become a devel- 
opmcntally unhelpful patterned response to future 
experiences, caregivers need: 

• information about the meaning of symptoms in 
young children of different ages; 

• guidance and support for their own immediate 
and ongoing efforts to help children deal with the 
trauma and regain momentum toward healthy 
development; and 

• assurance that professional evaluation and treat- 
ment will be accessible, sensitive to the needs of 
adults as well as the child, and beneficial. Unfor- 
tunately, given our state of understanding and the 
universal scarcity of infant mental health 
resources, these assurances are difficult to offer. 

Mental health professionals who have been 
trained to understand the complex emotional lives 
of very young children arc often frustrated when 
infants and toddlers who have experienced vio- 
lence are brought to them not for assessment and 
treatment of their psychological suffering, but to 
verify allegations of abuse for legal purposes. In 
cases of suspected abuse, we frequently see more 
adult attention directed toward legal issues than 
toward the psychological care of the child who 
may have been abused. 

For children who witness violence, the situation 
is even more extreme. Psychiatrist Carl Malmquist 
(1 ( )86) reported on six children who had witnessed 
murder. Interestingly, none had been referred to 
him because of concern for the child's psycholog- 
ical well-being; rather, a legal dispute was always 
the occasion for the referral. Pynoos & Eth (1985) 
have documented that children arc witnesses to as 
many as one in five of all homicides in Los Ange- 
les County. Most of these involved one of the 
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child's parents killing the other. But only a handful 
of case reports and Terr's (IMS) descriptive study 
about young children witnessing vhience are 
available in the professional literature. 

Once a referral is made, clinicians who evaluate 
infants exposed to violence need to consider a 
number of issues in order to determine if and what 
kinds of interventions are appropriate for the child. 
These include: 

1. safely and stability of current living situation — 
that is, is the immediate threat of further violence 
removed from the home? C an the carcgiving adults 
regain trust in their neighborhood? 

2. age and developmental level of the child at the 
time of the trauma and the assessment, with special 
attention to the infant's capacities for attention, 
anticipation, and symbolic capacities; develop- 
mental milestones, such as toileting or expressive 
language, may be lost temporarily. 

3. quality of the pre-traumatic and current care- 
giving environment — is there a supportive and 
emotionally available caregiver who is not too 
grief-stricken or traumatized to read and respond 
to the infant's needs? 

4. type of violent event or circumstances experi- 
enced by the child — for example, did the event 
involve physical injury to the child and/or the care- 
givers)? 

5. acute ness vs. chronicity of trauma — was there 
a single event (witnessing homicide), a series of 
repetitive events (physical abuse), or an enduring 
circumstance (living with ongoing domestic vio- 
lence)? 

6. actual and psychological proximity of the vio- 
lent event(s) to the child — were people to whom 
the child is emotionally attached involved? Did the 
child witness or actually experience the event(s)? 

7. post-traumatic and other symptoms in child and 
caregivers — is there evidence of nightmares, 
post-traumatic or reenaetment play, and/or new 
fears in the infant, or avoidance symptoms in the 
adult? 

8. strengths and protective factors in the infant and 
infant's carcgiving environment which may prove 
useful in promoting adaptation — for example, is 
the young child able to play and talk openly about 
the trauma? Is a caregiver able to reassure a fear- 
ful infant without being overprotective? 

Treatment 

We know very little about mental health treatment 
for infants and young children who experience vio- 



lence. No studies of treatment efficacy have been 
conducted, nor are any likely before the nature of 
the symptomatology and disorders that result from 
violence are more carefully delineated. 

Bui infants cannot wait for research results. As 
clinicians, our safest course is to stay close to what 
the assessment tells us about an individual infant or 
toddler's symptoms, strengths, and circumstances 
in order to design an individualized treatment 
approach. In our experience, certain conditions are 
crucial for treatment to be successful. Unfortunate- 
ly, these are conditions that may not be easily 
obtained for many families who have experienced 
violence. Although violence touches everyone, its 
effects are most profound among those with fewest 
resources to cope with the impact of a violent event 
or to escape a community plagued by chronic vio- 
lence. 

No reasonable treatment for post-traumatic 
symptoms can occur if the danger of further trau- 
ma is a real and immediate possibility. A safe envi- 
ronment for infant and family is an essential pre- 
condition to successful treatment. But assuring a 
safe environment is not always straightforward in 
our contemporary urban environment. Bowlby's 
(1%9) military metaphors that led to description of 
the toddler's needs for a "secure base" and a "safe 
haven" seem sadly — and all too literally — 
appropriate in the 1990's. Given that some adults 
who have been traumatized by violence may mini- 
mize real, continuing dangers in the environment 
(this subconscious psychological defense that 
allows soldiers in battle to continue to function is 
less useful for parents of small children), the clini- 
cian must take responsibility for assessing the liv- 
ing environment and its alternatives carefully. 
Often, some time must be spent on this issue 
before moving on to other concerns. 

Having determined that the physical living 
environment is reasonably safe for the infant and 
family, the clinician should attend to the infant's 
carcgiving environment. Two related questions are 
central: 

1. How well is the infant or toddler's major care- 
giver attending to the child's needs? and 

2, How well is the infant or toddler's major care- 
giver providing for the child's needs? 

The clinician must be alert to ways in which the 
caregiver's symptoms of trauma or grief arc affect- 
ing the carcgivcr-infant relationship. The clinician 
should watch for opportunities to improve insensi- 
tive interactions, such as stifling overprotective- 
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ness or misreading of the young child's cues. 
Lapses in monitoring the infant or toddler's activi- 
ties may suggest the urgency of making the in- 
fant's needs a priority in the internal world of the 
caregiver. To the caregiver who is already well 
attuned to the child, the clinician may offer assis- 
tance in thinking through complex questions such 
as when and how to encourage a toddler wwo is 
exhibiting fears or developmental regressions. For 
these reasons, psychotherapy with toddlers in the 
caregiver's presence is often useful, especially if 
the caregiver is reluctant to explore his/her own 
grief or trauma. 

Having attended to environmental concerns, the 
clinician may then turn to more direct goals of 
treatment. Early on. it is wise to address any cog- 
nitive distortions the infant or toddler has devel- 
oped regarding the traumatic event. Drell and his 
colleagues(1993), following guidelines suggested 
by Pynoos ( 1 990), have asserted that the essence of 



treatment is to help the infant re-experience the 
trauma and its meaning in affectively tolerable 
doses in the context of a safe environment. For 
infants less than ft months old. they recommend 
desensitization approaches emphasizing concrete 
interactional encounters involving the specific 
stressor. For example, Gaensbauer (1982) reported 
the treatment of a four-month-old girl who had 
been abused by her father during feedings. Thus, 
feeding was the interactional event focused on in 
the treatment. For infants aged 6 to 12 months, 
they recommend desensitization emphasizing the 
specifics of the traumatic stimulus or context. 
With toddlers in the second or third year of life, 
they recommend allowing the child to recreate the 
traumatic situation through developmentally 
appropriate functional or symbolic play. The child 
who has witnessed chronic domestic violence, for 
example, might be given a father doll, a mother 
doll, and a child doll and encouraged to "make a 



Cindy and Ramey: Bravado and battering 

Cindy, 12 months old, lives with her mother, 
maternal aunt, and three-year-old cousin 
R,? ney in a small inner-city apartment. Cindy's 
mother and aunt have violent relationships with 
their respective boyfriends, who are both 
involved in the drug trade. The women like to 
brag about beating up their boyfriends and 
standing up for their rights when they are being 
"disrespected. " 

This bravado notwithstanding, both women 
are routinely battered by their boyfriends. They 
accept this treatment as a fact of life. 

During one session, Ramey s mother shows 
the therapist the facial wounds she has suf- 
fered in the last brawl: her eyes are bruised, 
her jaw is swollen, and she has several stitches 
on the lower lip and inside her mouth. She 
recounts that her three-year-old son tried to 
stop the attack by holding on to his father and 
yelling, "Stop it!" As he listens to the story, 
Ramey 's eyes fill with tears. His mother com- 
ments that Ramey has not been the same 
since this episode. He has become silent and 
withdrawn, cries easily, and is afraid to be 
away from his mother. 

A couple of weeks later, it is Cindy and her 
mother who become the victims of violence. 
Cindy's father, in a rage at the mother, breaks 
a window to get into the apartment. The win- 
dow happens to be above Cindy's crib, and the 



sleeping child is awakened suddenly by flying 
glass, which cuts her on the cheek. Although 
the cut is small, it requires some stitching. 

In the weeks that follow, there is a pro- 
nounced change in Cindy's behavior. Her 
mood is sullen and withdrawn. She no longer 
walks and has reverted to crawling. She has 
stopped babbling and seems to have forgotten 
the words she had already learned: "mamma, " 
"dada, " and "ball. " During the day, her facial 
expression is frozen in an expression of wari- 
ness. At night, she wakes up several times 
screaming in terror. 

The mother agrees matter-of-factly when the 
therapist asks whether Cindy might be suffering 
from the effects of the violence she experi- 
enced. However, the mother's next response 
suggests that she does not allow herself to be 
troubled by this realization. She goes on excit- 
edly to describe her boyfriend's latest exploit, 
which consisted of throwing another girlfriend 
from a third-floor window for becoming too pos- 
sessive of him. He now calls her (collect) from 
jail every day. Bobby's mother is clearly flat- 
tered. "I'm really his woman, " she says. 

Treatment takes place in the home, with 
Cindy, Ramey and their mothers present during 
most of the sessions. The sisters are very close 
and do most things together. Treatment for 
Cindy, Ramey and their mothers is made 
extremely challenging by the women's total 
acceptance of the violence in their lives. The 
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surprising aspect of this acceptance is that nei- 
ther mother was maitreated as a child. Cindy's 
and Ramey's grandparents, who live nearby, 
are in fact a source of emotional support and 
stability 

The women readily acknowledge that it was 
their prior drug use that introduced them to a 
circle of abusive acquaintances Although they 
have both given up drugs as a result of their 
parents' pressure, the craving is still a daily 
part of their experience, and they seem to have 
remained addicted to the type of relationship 
that goes hand in hand with drug abuse. 

One goal of treatment is to make the moth- 
ers increasingly less comfortable with the vio- 
lence they have come to accept as an integral 
part of their lives. The therapist makes clear by 
her reaction that she is shocked and disturbed 
by the violent events the mothers describe with 
seeming indifference. She asks specific ques- 
tions, and presses for details that help the 
mothers relive the actual experience. She 
inquires about their feelings about what hap- 
pened, expresses sorrow and anger about the 
mothers' being hurt, and urges a search for 
alternative reactions or decisions that could 
have prevented the violence. Through her 
painstaking attention to what actually hap- 
pened, the therapist gives the message that 
violence matters, that she cares, and that it is 
imperative to find some means of protection. 
Through this stance, the therapist hopes to 
undermine the mothers' massive denial of what 
is happening to them. 

A similar approach is also applied in relation 
to the children. Ramey has begun to be 



aggressive towards Cindy, and this emerging 
pattern of abuse from an older, stronger boy 
towards a younger, more vulnerable girl is a 
worrisome reminder that children enact what 
they see, and that violence can easily become 
transmitted from generation to generation. 
Ramey, terrified by his father's physical abuse 
of his mother, is learning to master his terror by 
becoming like him. Cindy, accustomed to wit- 
nessing her mother being beaten up, is learn- 
ing to submit to Ramey's aggression. 

The therapist loses no opportunity to alert 
Cindy's and Ramey's mothers to what is hap- 
pening between their children. She asks per- 
mission to intervene directly, speaking firmly 
but gently to Ramey about how "hitting is not 
right" and teaching Cindy to say "no!" and to go 
to her mother for protection. She encourages 
the mothers to notice the early signs that con- 
flict is brewing and to take quick action to pre- 
vent an escalation. When she discusses the 
interaction between Ramey and Cindy, the 
therapist draws clear parallels between the 
children's relationship with each other and 
whay they see happening between the adults. 
Like the direct therapeutic intervention with the * 
mothers' abuse by their boyfriends, this 
approach is intended to address the mothers' 
denial that violence is wrong and to provide 
explicit examples of how to curb an emerging 
pattern of abuse and submission to abuse in 
their children. 

Alicia F. Lieberman, Ph.D. 



story." They also emphasize having parents pre- 
sent for the sessions. 

Violence for young children frequently 
involves loss, and dealing with loss is another 
important component of treatment for infants, and 
especially for caregivers. Most writers have sug- 
gested that the sensitivity and responsiveness of 
the infant's caregivers following the violent event 
are the most important factor in long-term out- 
come. If the caregiver is actively grieving or has 
become clinically depressed, his or her capacities 
to be sensitive and responsive to a young child 
may be significantly impaired (see the section on 
parenting, above). 

Issues of loss reverberated through our work 
with a 22-month-old boy and his paternal grand- 
mother. The child had witnessed his mother mur- 



der his father; the next day, the mother killed her- 
self. The grandmother decided to assume responsi- 
bility for the boy and brought him to the mental 
health clinic for evaluation. She was grief-stricken 
at her son's death and not too familiar with her 
grandson (she had 12 children and 23 grandchil- 
dren at the time). Treatment included sessions with 
the boy and grandmother together and occasional 
sessions with the grandmother alone. Work 
involved both helping to resolve the boy's post- 
traumatic symptoms and building a relationship 
between the boy and his grandmother. A central 
part of this process was being available to the 
grandmother so that she could become aware of 
and address her own feelings of grief about her 
son's murder and of depletion about having. been a 
caregiver for so many children and grandchildren. 
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She also needed time to recognize her fears about 
losing this child, as she had lost his father. When 
she was able to bring these fears to conscious 
awareness, she became better able to make an 
explicit commitment to her grandson. 

What is the most appropriate setting for mental 
health treatment of infants and toddlers who have 
been exposed to violence? Treatment reported in 
the professional literature has occurred in the home 
(Pruett, 1079). in clinics (Zeanah & Burk, 1984) or 
in community settings such as homeless shelters 



(Valliere, in press). Each setting has advantages 
and drawbacks. If current trends continue, future 
prevention and intervention efforts on behalf of 
infants and families exposed to violence are likely 
to become based more in community settings than 
in hospitals or mental health clinics When thera- 
pists have a choice of setting, the place finally cho- 
sen is probably less important than the reasoning 
that went into selecting it as the most useful for 
work with a particular infant and family. 
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CALL FOR VIOLENCE PREVENTION AND INTER- 
VENTION ON BEHALF OF VERY YOUNG CHILDREN 

The Violence Study Group, ZERO TO THREE/National Center for Clinical Infant Programs 



If it takes a whole village to raise a child, it also 
takes a village, a town, a state and a nation to 
protect that child from the lasting trauma associat- 
ed with the experience of violence.. 

T 

1 he Study Group on Violence formed by 
ZERO TO THREE/National Center for Clinical 
Infant Programs is recommending the implementa- 
tion of several initial steps that can begin to allevi- 
ate the repercussions of pervasive violence in our 
nation's homes, individual communities and our 
society as a whole. Implementation of our recom- 
mendations will require broad involvement from 
our society — the public and private sectors, insti- 
tutions, individuals, and families. Such a broad 
approach is necessary for the implementation of 
our initial steps for a simple reason: Violence has 
become deeply embedded in almost all areas of our 
society. 

It is important to note that when our Study 
Group began examining the impact of violence on 
very young children, their families, and practition- 
ers over one year ago, we realized from the outset 
that there are no simple solutions to the complex 
issues surrounding violence. However, we believe 
that the steps wc are recommending — if imple- 
mented — will accomplish two important things: 

• help the young victims of violence overcome the 
horrible effects of the violence itself; and 

• provide support for those who are helping the 
victims. 

Our exploration of the problem of violence ini- 
tially began as a result of a plenary session at our 
1991 National Training Institute. It was here that 
the effects of violence on very young children, 
their parents and practitioners were brought into 
sharp focus. We found that children in communi- 
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ties across the country are being traumatized by 
random acts of violence; the traditional shelters — 
home, school, child care — are no longer safe 
havens. As a result, our Study Group began col- 
lecting and studying research and information on 
violence and young children. At the same time, we 
began consulting with violence experts from the 
fields of law enforcement, mental health, medicine 
and social science. We th^n held a public sympo- 
sium in December 1992 to garner additional views 
and concerns. 

Approaching the problem: Our findings 

The Study Group has learned that violence in its 
various forms cannot be disentangled; one kind of 
violence cannot be reduced without addressing 
others. Family violence as exhibited in child and 
spouse abuse is not a different form of violence 
from the violence experienced throughout the soci- 
ety. Family violence, community violence and 
societal violence are all on a similar continuum. 
They have an impact on each other and frequently 
affect the same individuals. The attitudes that tol- 
erate and ignore violence in the society as a whole 
also tolerate the violence acted out in individual 
communities and homes throughout the country. 

Dr. James Garbarino, one of the early speakers 
in our public Symposium, provided a model for 
addressing the problem: 

"For the first time we are beginning to see the 
experience of violence and young children as part 
of a social phenomenon. I would liken this to what 
has happened over the last 40 years in our under- 
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standing of injuries to children in automobiles. For 
a long period of time we understood injuries to 
young children in automobiles as being part of ran- 
dom accidents, senseless events that were acciden- 
tal, not part of anything systematic. 

Only when we began to see these events in the 
lives of children as part of systematic phenomena 
that had to do with the structure, the technology of 
cars, the regulations of the use of automobiles, the 
systematic role of alcohol, only when we began to 
see it as a social phenomenon did we have the 
capacity to move on it as a matter of social policy. 
We are beginning to see that the daily reports of 
murders and shootings and stabbing and killings 
are not simply senseless random acts, but a part of 
a cultural and social phenomenon within our soci- 
cty.' 1 

We believe that the cultural and social phenom- 
enon of violence cannot be addressed in the tradi- 
tional single-focus, categorical tradition of prob- 
lem solving that we have used in the past. Reduc- 
ing the number of children killed in automobile 
accidents has not been achieved through applied 
research in a single area of inquiry; instead, 
research in many sciences ranging from aerody- 
namics, medicine, engineering and the social sci- 
ences has been applied to the problem. 

Research on how to prevent auto accident 
deaths did not stand alone; strong advocates using 
this new knowledge worked arduously with auto- 
mobile manufacturers, the media, law enforcement 
and the courts to change behavior and priorities in 
decision making. We now have shoulder harness 
seat belts in front and rear seats, stronger laws and 
penalties for persons driving under the influence of 
alcohol, programs sponsored by the beer industry 
to reduce excessive drinking, media stars warning 
against drinking and driving, car seats for infants 
and toddlers, car seat loan programs sponsored by 
hospitals and local governments, and commercials 
educating about the importance of car seats for 
children. 

Although many children continue to die as a 
result of auto accidents, recent trends have shown 
a marked decline in deaths of very young children 
due to auto accidents. There is still much work to 
be done toward changing attitudes and behavior 
about drinking and driving, and about using car 
seats and seat belts. However, the "humorous" 
drunks and drunken drivers weaving through the 
streets have all but disappeared from our television 
and movie screens. Tolerance for this dangerous 
behavior has disappeared. 



Call for a multi-sector approach 

ZERO TO THREE issues a call for a similar multi- 
sector approach to the problem of violence that 
surrounds us. From experts we learned that: 

1. Very young children exposed to violence can be 
traumatized with a form of Post Traumatic Stress 
Syndrome (PTSD) and this trauma can have an 
impact on their ability to form relationships, the 
way they relate to others, their tolerance for vio- 
lence as they grow to adulthood and their ability to 
learn new information. 

2. Many children in the United States are continu- 
ally exposed to actual violence or images of vio- 
lence that increasingly desensitize them to vio- 
lence against others and teach them to resolve con- 
flict in a violent manner. They often feel that 
threatening violence is the only way they can be 
safe. 

3. Parents feel powerless against the continual bar- 
rage of violence in the community, media and soci- 
ety in general. Violence is not only tolerated in our 
society, it is welcomed as entertainment. 

4. All of the traditional protectors of children, par- 
ents, child care workers, teachers, and others, feel 
that they cannot protect children from either the 
real violence or the images of violence in their 
environment. 

As clinicians and practitioners from a range of 
disciplines who work directly with children and 
families, we believe that there are areas where we 
can have a direct impact on the problem. However, 
we know that we cannot do it without support from 
other disciplines and sectors of society. 

That is why ZERO TO THREE calls on politi- 
cal leaders, legislators, the media, law enforce- 
ment, and others in our disciplines to serve as 
advocates and help us pursue the following three- 
point agenda: 

1. a family centered approach to addressing trau- 
ma/prevention 

2. a realignment of values; and 

3. informed comprehensive public policy strate- 
gies for reducing violence. 

Following is a synopsis of each of the above 
agenda items. 

Family centered approach to addressing 
trauma/prevention 

We recognize that parents need help in coping with 
the violence around them; they need information 
about what to tell their children about violence; 
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they need skills in non-violent problem/conflict 
resolution. 

Children exposed to violence need healing for 
the trauma they have experienced. Very young 
children exposed to violence reprcseir a special 
group because they are less able to talk about their 
violent experiences, more apt to experience over- 
whelming loss, and more likely to react globally to 
a fearful experience, even if they fail to u remem- 
ber" it in adulthood. Children of all ages need 
skills in non-violent problem resolution and, above 
all, a hope for a future without violence. 

Practitioners who work with children, such as 
child care workers, pediatric trauma nurses, school 
nurses and counselors, have also been traumatized 
by the increasing numbers of children affected by 
violence and the violence around them. 

As clinicians we can begin applying current 
knowledge on addressing post traumatic and 
chronic traumatic stress for children and families. 
We can develop materials that will help parents 
and practitioners acquire skills in these areas. We 
can also provide training materials to sensitize 
social service and law enforcement workers to the 
needs of families impacted by violence. 

Realignment of values 

There are many things that clinicians cannot do 
alone. There is a need in society for a realignment 
of values concerning violence. Violence and vio- 
lent acts are viewed as entertainment. When our 
awareness was raised about the consequences of 
drunk driving, our society ceased to tolerate or be 
entertained by the "funny" drunk driver weaving 
through traffic. When most people began to see 
smoking as antisocial behavior, the numbers of 
adult smokers began to decline. There needs to be 
a campaign against violence as strong as Mothers 
Against Drunk Driving (MADD), or the public 
health campaign against smoking to change atti- 
tudes and values about violence. 

Violence is not only a big city problem; drive- 
by shootings occur in rural areas and small towns 
as well. Gang violence seems to be increasing 
rapidly in small cities. Our society has been able to 
tolerate growing trends in violence with little out- 
cry. For example — 

• In 1991, 1,383 young children died (half of them 
under age one) from abuse and other intentional 
injuries in 1991. 

• Guns killed 222 children under age 10 in 1990 
in the United States. During the same year, only 68 
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people of all ages were killed by handguns in 
Canada. 

As we re-evaluate our tolerance for violence we 
should call on ourselves and others to examine our 
responsibility for violence. Each person who com- 
mits a violent act is ultimately responsible for that 
act. The choice between violence and non-violence 
must be examined. What arc the policies that sup- 
port the choice of non-violence? Are there policies 
that provide incentives that support a choice of 
non-violence? What are the rewards in society for 
selecting non-violent options? 

Prevailing attitudes and policies suppo, invest- 
ment in disincentives to violence. Disincentives 
like arrest, incarceration, etc. are expensive. There 
should be more investment in preventing violence. 
More money is invested on the federal, state and 
local levels in building and expanding prisons than 
building and expanding safe, clean and affordable 
housing. Can we as a nation balance our expendi- 
tures on disincentives with our investments in pre- 
vention? 

In large and small communities around the 
country, families have begun small scale cam- 
paigns against violence. Parent and victim organi- 
zations need to come together, bringing with them 
their current concerns about gun laws, drug laws, 
etc. and confront societal attitudes about violence. 
Issues related to incentives for choosing a non-vio- 
lent lifestyle and personal responsibility for actions 
need to be a part of the agenda, along with the task 
of changing attitudes and behavior. 

We call upon our political leadership to bring 
these groups together with media leaders and 
launch a campaign to change our national attitudes 
toward violence and our tolerance of violent 
behavior. 

Informed comprehensive public policy strate- 
gies for reducing violence 

Finally, we call upon legislators at all levels of 
government to begin to develop a rational 
approach to addressing the impact of violence in 
our society. 

National policy should do several things — 

• It should address the crippling problem related to 
indiscriminate gun purchases — ensure that par- 
ents understand their responsibility in gun owner- 
ship and keep handguns and other weapons out of 
the hands of children. 

• National policy should refine the existing frag- 
mented services into a more goal-directed set of 
violence prevention and follow-up services that 
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will include very young children and family-cen- 
tered mental health strategies. Some models 
include: 

• Hawaii's Healthy Start Program that provides 
visits to all families of newborns, identifies and 
provides prevention services, emotional support, 
family crisis resolution strategies and mental 
health services to at-risk families. On the main- 
land, The National Committee for the Prevention 
of Child Abuse is trying to replicate this in states 
around the country. 

• In Boston, MA, New Haven, CT, New 
Orleans, LA, and Washington, D.C., there are uni- 
versity-affiliated projects that provide resources 
and coordinate the work of child and family ser- 
vices and mental health professionals to intervene 
in cases where a violent crime involves a child 
either as victim or witness. These services are 
coordinated with law enforcement and special 
police training programs to provide community- 
based help and follow-up toward the reduction of 
the effects of long-term trauma (PTSD) on these 
children. 

• National policy should address the amount of 
violence children can watch on television and in 
the movies. (According to TV Guide, a violent inci- 
dent occurs every six minutes on American televi- 
sion.) 



There is an African proverb, "It takes a whole 
village to raise a child.*' Based on that premise, our 
Study Group believes, v, lt also takes a village, a 
town, a state and a nation to protect that child from 
the lasting trauma associated with the experience 
of violence/' 

As we have stated earlier, when we began 
examining the impact of violence on very young 
children, their families and practitioners over one 
year ago, we realized from the outset that there are 
no simple solutions to the complex issues sur- 
rounding violence. However, we strongly restate 
our belief that we can — and must — help the 
young victims of violence in America and help the 
parents, practitioners and others who are assisting 
the victims in overcoming the effects of this vio- 
lence. 

Finally, we must re-emphasize that our entire 
society, from the individual, to the family, to our 
government and institutions, must lend a hand in 
providing this assistance. Violence is so deeply 
embedded in our society that we cannot begin to 
heal the wounds inflicted by violence on young 
children unless we take a comprehensive approach 
to implementing these recommendations. 
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ORGANIZATIONAL 
RESOURCES 

Readers should regard the following list 
of organizations, agencies, and programs 
that are concerned in some way with vio- 
lence and its impact on young children 
and families as only a starting point in 
any search for information or assistance. 
As a result of growing public and private 
concern, new groups are continually 
being formed and new prevention and 
treatment initiatives are being planned. 
(Regrettably, it is also true that lack of 
resources forces many worthwhile pro- 
grams to shut down.) It is always advis- 
able to ask any new contact for sugges- 
tions about additional sources of infor- 
mation or help. 

American Trauma Society 
8903 Presidential Parkway, #512 
Upper Marlboro. MD 20772-2656 
(301)420-4189 

American Youth Work Center 

1751 N Street, N.W.. #302 
Washington. DC 20036 
(202) 785-0764 

Boys and Girls Club of America 

771 First Avenue 
New York. NY 10017 
(212) 351-3900 

Center To Prevent Hand Gun Vio- 
lence 

1225 Eye Street, NW. #1150 
Washington, DC 20005 
(202) 289-7319 

Centers for Disease Control and Pre- 
vention 

National Center for Injury Prevention 
and Control 

Atlant.GA 30341-3724 

Child Witness to Violence Project 

Boston City Hospital 
818 Harrison Avenue 
Boston. MA 021 18 
(617)534-4244 

Children's Bureau of Greater New 
Orleans 

Project LAST (Loss and Survival Team) 
1001 Howard Avenue. #2800 
New Orleans. LA 70113 
(504) 525-2366 

Children's Creative Response to Con- 
flict (CCRC) 
Box 271 

Nyack, NY 10960 
(914) 358-4601 

Children's Defense Fund 

Black Community Crusade for Children 
Anti-Violence Network 
25 E Street. NW 
Washington. DC 20001 
(202) 628-8787 



Congress of National Black Churches, 
Inc. 

Project SPIRIT 

6()0 New Hampshire Avenue. NW, 
Suite 650 

Washington. DC 20037-2403 
(202) 333-3060 

Education Development Center, Inc. 

55 Chapel Street 
Newton. MA 02160 
(617) 969-7 KM) 

Governor's Youth Crime Prevention 
Program 

Center for Law-Related Education 
4400 Cathedral Oaks Road 
Santa Barbara. CA 93160-6307 

Handgun Control. Inc. 

1225 Eye Street. NW. #2200 
Washington. DC 20005 
(202) 898-0792 

Harvard School of Public Health 

Injury Control Center 
718 Hungtington Avenue 
Boston. MA 02115 
(617)432-4345 

Institute for Mental Health Iuitiatives 

Channeling Parents" Anger and Chan- 
neling Children's Anger 
4545 42nd Street. NW. #311 
Washington, DC 20016 
(202) 364-7111 

Institute of Mental Hygiene 

1440 Canal Street. #1605 
New Orleans. LA 701 12 
(504)566-4574 

Judge Baker Children's Center 

Child Assault Prevention Project 
The Good Grief Program 
295 Longwood Avenue 
Boston. MA 02115 
(617) 232-8390 

Louisiana Gun Responsibility Task 
Force 

254 Nelson Drive 
Baton Rouge. IJi 70808 

Louisana State University Medical 
Center 

Infant Mental Health Team at Covenant 
House 

611 N. Rampart Street 
New Orleans. LA 701 12 

Louisiana State University Medical 
Center 

New Orleans Violence and Children 
Intervention Program 
Division of Infant. Child and Adoles- 
cent Psychiatry 
1542 Tulane Avenue 
New Orleans. LA 70112 
(504) 568-3997 
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Louisiana Violence Prevention Task 
Force 

Louisiana Office of Public Health 
Disability Prevention Program/Injury 
Control 

1440 Canal Street. Suite IftOO 
New Orleans. LA 70112 
(504) 568-2509 

Loyola University 

Resolving Conflict Creatively 
Twomey Center — Box 12 
New Orleans. LA 70118 
(504) 861-5830 

Minnesota Coalition for Battered 
Women 

Skills for Violence-Free Relationships 
Curriculum 

Physicians Plaza Building 
570 Asbury. #201 
St. Paul. MN 55104 
(612) 646-6177 

National Association of Children's 
Hospitals and Related Institutions 

401 Wythe Street 
Alexandria. VA 22314 
(703) 684-1355 

National Black Child Development 
Institute 

1023 15th Street. NW, Suite #600 
Washington, DC 20005 

National Coalition To Stop Gun Vio- 
lence 

110 Maryland Avenue 
Washington. DC 20002 
(202) 638-6388 

National Medical Association 

Community Health Project 
1012 10th Street. NW 
Washington, DC 20001 
(202) 347-1895 x29 

National Organization of Black Law 
Enforcement Executives 

908 Pennsylvania Avenue. SE 
Washington, DC 20003 
(202)546-8811 

National School Safety Center 
Pepperdine University 
24255 Pacific Coast Highway 
Malibu, CA 90263 
(818)377-6200 

Ohio Commission on Minority Health 

PECE - Positive Emotional Capacity 
Enhancement 

77 South High Street, Suite 745 
Columbus, OH 43266-0377 

Save Our Sons and Daughters 
(SOSAD) 

Clementine Barfield 
24421 W. Grand Blvd. 
Detroit. MI 48208 
(313) 361-4200 
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Society for the Prevention of Violence 

Social Skills Training 
3! 09 Mayt'ield Road 
Cleveland Heights, OH 441 IS 
(216) 371-5545 

Trilateral Committee to End Violence 

Urban League of New Orleans 
2051 Senate Street 
New Orleans, LA 70122 
(504) 283-1532 

University of Washington 

Providing Alternative Thinking Strate- 
gies (PATH) 
Seattle, WA98195 

Yale University School of Medicine 

Child Study Center 

Child Development and Community 

Policing Program 

P.O. Box 3333 

230 South Frontage Road 

New Haven, CT 065 10-8009 

(203) 785-2513 



YMCA of the USA 

1701 K Street, NW 
Washington, DC 20006 
(202)835-9043 

YWCA of the USA 

624 9th Street. N W 
Washington, DC 20001 
(202) 638-3636 

ZERO TO THREE/National Center for 
Clinical Infant Programs 
Violence Study Group 
2000 14th Street North, #380 
Arlington, VA 22201 
(703)528-4300 
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